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ABSTRACT 
This study investigated the effect of incorporating dance/movement therapy techniques 
before and after standard physical restraint procedures for violence prevention in order to 
increase effectiveness of the intervention. Effectiveness in this case is defined as 
improved therapeutic dynamics and empathy between the participants. This study was 
conducted at the Terry Children's Psychiatric Center in New Castle. Delaware. 
Participants included children and staff involved in therapeutic holding incidems at the 
center. Children were asked about their experiences in therapeutic holds in order to 
qualitatively document their experience and inform the Workshop. Adult participants 
attended a four-hour Dance/Movement Therapy Training Workshop to learn to integrate 
Dance/Movement Therapy techniques with normal restraint procedures. Pre and Post 
intervention information was gathered using a mixed methodology approach; 
incorporating both quantitative and qualitative methods. A model of the 
Dance/Movement Therapy training course was developed and executed as a project, It 
was found that the D/MT training increased adult empathy, awareness, and confidence in 
the procedure. There was no increase in adult reported empathy, however there was a 
significant increase in the adults' ability to shift perspective. 
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ABSTRACT 
This study investigated the effect of incorporating dance/movement therapy techniques 
before and after standard physical restraint procedures for violence prevention in order 
to increase effectiveness of the intervention. Effectiveness in this case is defined as 
improved therapeutic dynamics and empathy between the participants. This study was 
conducted at the Terry Children's Psychiatric Center in New Castle, Delaware. 
Participants included children and staff involved in therapeutic holding incidents at the 
center. Children were asked about their experiences in therapeutic holds in order to 
qualitatively document their experience and inform the Workshop. Adult participants 
attended a four-hour Dance/Movement Therapy Training Workshop to leam to integrate 
Dance/Movement Therapy techniques with normal restraint procedures. Pre and Post 
intervention information was gathered using a mixed methodology approach, 
incorporating both quantitative and qualitative methods. A model of the 
Dance/Movement Therapy training course was developed and executed as a project, It 
was found that the D/MT training increased adult empathy, awareness, and confidence 
in the procedure. There was no increase in adult reported empathy, however there was 
a significant increase in the adults' ability to shift perspective. 
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INTRODUCTION 
This study investigates the effect of incorporating Dance/Movement Therapy 
(D/MT) techniques before and after standard physical restraint procedures for violence 
prevention (hereafter, therapeutic holding) in order to increase effectiveness of the 
intervention. Effectiveness in this case is defined as improved therapeutic dynamics 
and empathy between the participants. The research was conducted at the Terry 
Children's Psychiatric Center (hereafter Terry Center or TCPC). a residential treatment 
facility for children. 
The purpose of this study is three-fold: 
1. To qualitatively document the self-reported experiences of adults and 
children during therapeutic holding, 
1. Incorporate dance/movement therapy techniques with therapeutic holding in 
order to investigate the effect on adult-experienced empathy, 
3. And provide a model for dance/movement therapy oriented training to 
augment non-violent crisis prevention techniques. 
This study investigates how staff members can increase the therapeutic value of 
their bodily actions and improve dyadic relationships before and after therapeutic 
holding. It was hypothesized that four, 1-hour D/MT training sessions for aduit staff 
members at the Terry Children's Psychiatric Center (TCPC) would increase the overall 
value of therapeutic holding as measured by adult attitudes toward holding and level of 
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empathy as measured by the Interpersonal Reactivity Index (Davis, 1983.) 
Therapeutic holding can he described as a method of nonviolent crisis 
intervention in which one or more adults trained in the procedure, physically and 
actively contain out of control or self-injurious behavior of child patients. Qualitative 
and quantitative research has been conducted on the effectiveness of therapeutic holding 
as a therapeutic intervention with inconsistent results. Theories used to substantiate 
therapeutic holding as beneficial are. often psychodynamic and focus en issues of 
attachment and bonding (Barlow, 1989; Miller, Walker, and Friedman, 1986; Stirling & 
McHugh. 1 998). Similar attachment theories are also used to substantiate some 
techniques employed by dance/movement therapists to facilitate trusting and mutually 
empalhic therapeutic relationships (Chaiklin & Schmais, 1993; Dulicai. 1977: Fischer & 
Chaiklin, 1993; Harvey, 1995; Hoffman, 198S;Kiers 1995; Pallaro, 1996;Sandel, 
1993). 
The model D/MT training classes presented in this study integrate D/MT 
techniques with nonviolent crisis intervention in order to decrease the threat of trauma 
to both participants, heighten awareness of the child's experience, and increase the 
empathic experience of adult participants. D/MT techniques are introduced in each 
stage of the restraint process as experienced by the child. These stages of experience 
are borrowed from a model proposed by Stirling and McHugh (1998). 
Problems specific to therapeutic holding are a vital concern to the psychiatric 
community. Therapeutic holds are construed by some as violent, dangerous, and 
antitherapeutic with risks to both children and adults (CAMBHC, 2000; Parmelee. 
1983; Seibert& Thogmartin, 1999). Therapeutic holding has recently been the subject 
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of a nation-wide congressional investigation in order (o prevent risks, injury, and death 
(HCFA, 2003.) This .study does not attempt to promote the use of restraint, only to 
investigate the augmentation of the current practice with D/MT techniques in order to 
increase therapeutic effectiveness and possibly limit the extent to which trauma may 
become manifest for both participants. The model for D/MT training sessions proposed 
in this study incorporated standards recently enacted by the Joint Commission 
Accreditation of Hospital Organizations (JCAHO) to lessen the risk of injury and 
trauma to children. 
It was expected that the D/MT training would promote an atmosphere of 
empathic understanding with a focus OD teaching new techniques for de-escalating 
aggressive behavior. It was also expected that heightened awareness of the issue and 
the importance of good holding practices would manifest in greater care and awareness 
on the part of the adult during the procedure. Additionally, the children participating in 
the study had the opportunity to have their opinions heard and rtieorded. These 
opinions were addressed in the D/MT training classes in order to further the adult 
holders' understanding of the child's experience. This study did not seek to alter the 
restraint procedures at the Terry Center. The D/MT training classes were focused on 
techniques designed to address the interaction between child and adult before and after 
a therapeutic hold. 
Adults reported trying and having success with the new techniques, explaining 
therapeutic holds to newly admitted children, monitoring their own behavior, and 
learning from the children's reports after having participated in the D/MT workshop. 
Quantitative post workshop data indicated heightened adult awareness, sensitivity, 
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increased confidence in D/MT techniques, and positive statements about therapeutic 
holding. Quantitative data showed a significant increase in adult perspective taking 
ability. Overall adult experienced empathy was not found to increase significantly. 
Post workshop qualitative data also suggests that adults had less anxiety when 
addressing the topic of restraints, less inhibition expressing their feelings about 
therapeutic holds, and feh more positive about holds in general. 
This study was limited by several factors. Threats to validity must be considered 
as all data relied on the self-report. Adult participation was self-selected on a volunteer 
basis, thus adults already interested in the topic of therapeutic restraint were recruited. 
One may argue that these participants do not represent a true cross-section of rtdult staff 
member attitudes at a typical residential treatment facility. Additionally, the sensitive 
nature of the materia! discussed in the workshop and recent JCAHO interest in the topic 
may have caused participants to record what they perceived as the "correct answers" out 
of fear of judgment. Finally, the personal influence of the researcher in respect to 
teaching dance/movement therapy techniques must be taken into account. Although the 
D/MT workshop outline was recorded in detail, another instructor may approach the 
material with a different style, rendering the study difficult to repeat. 
The following literature review outlines a brief history of recent scientific 
literature on therapeutic holding, the theories that have been used to substantiate 
restraint as an intervention, and the dance movement/therapy techniques this study 
seeks to integrate. The Literature Review is concluded with a synthesis of the material 
that outlines how the D/MT techniques discussed may be integrated with therapeutic 
holding procedures. 
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LITERATURE REVIEW 
Therapeutic Holding in Nonviolent Crisis Intervention-A Brief History 
Therapeutic holding can be described as a method of violence prevention in 
which one or more adults trained in the procedure, physically and actively contain out 
of control or self-injurious behavior of child patients. In academic and peer-reviewed 
literature, this technique is alternately referred to as therapeutic holding, non-violent 
crisis intervention, and physical restraint. Some common names for specific restraints 
used witii children are basket hold, therapeutic hold, four-pomt hold, team control, and 
child control position. For the purpose of congruencyv it will be referred to in this paper 
as therapeutic holding. However, it should be noted that the Health Care Financing 
Administration has recently mandated that therapeutic holds should now be documented 
specifically as 'Restraints" in all government approved facilities (HCFA, 2001). 
The specific therapeutic hold investigated in this study is called the child control 
position (CPI, 1987) or what is commonly referred to as a "basket hold". This is the 
hold most often utilized at the Terry Center. The child control position involves one 
adult and one child. The adult gains control over the arms of the child, wrapping the 
child's arms around his or her own body. The adult is positioned at the child's back and 
takes the weight of the child on to her own hip, thus placing the child off balance but 
supported with arms secured. 
6 
Research on the effectiveness of therapeutic holding as a therapeutic 
intervention has produced varying results. The results of these studies are widely varied 
and inconclusive when viewed as a whole. However, the technique continues to gain 
popularity and acceptance in clinical settings due to the necessity for violence 
prevention. Theories used to substantiate therapeutic holding as beneficial are often 
psychodynamic and focus on issues of attachment and bonding (Bowlby, 1990, 
Hawkins, 1991, Heard, 1981, Hoffman 1988, Kier, 1995; Winnicot, 1965). 
Therapeutic holding was introduced to the psychiatric community when 
researchers began to conclude that traditional methods of seclusion and restraint are 
anti therapeutic (Barlow, 1989; Bath, 1994; Berrios. 1998: Miller, et al.1989; Parmelee. 
1983; Stirling & McHugh, 1998). Traditional methods often include locked seclusion, 
straightjackets, leather straps, and tranquihzing medications. The purpose of using 
therapeutic holding is often to limit the use of seclusion and mechanical restraints, as 
children often perceive these methods as punishment (Berrios, 1998). 
Several researchers agree that therapeutic holding is a more humane and 
effective technique than the traditional methods outlined above (Barlow, 1989; Bath 
1994; Berrios, 1998; Miller, et al.1989; Stirling & McHugh, 1998; Sourander, 1996). 
Traditional methods can be viewed as reactionary and do not address the patient's 
behavior or dynamic understanding of the event (Bath, 1994). When compared with 
seclusion, therapeutic holding can be viewed as a "ritual of inclusion" that engenders 
security and reassures children that adults can contain their behaviors (Bath 1994). 
Researchers have noted that seclusion and "timeouts" may reinforce feelings of 
rejection and anxiety that occur when adults are unable to control and contain the child's 
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behavior (Bath, 1994;Milier: 1986). 
Cufifctti rptanlitalive research in therapeutic holding has been done in 
relationship to specific psychiatric pediatric populations including children with 
depression, anxiety, attention deficit disorder, conduct disorder, and learning 
disabilities. These studies have shown that these populations respond well to the 
treatment (Barlow, 1989; Berrios, 1998; Miller, Walker, and Friedman, 1986; Stirling & 
McHugh, 1998; Sourander, 1996). After introducing therapeutic holding in an inpatient 
adolescent psychiatric unit. Miller, et al. (1989) were so impressed with the results of 
the holding technique, they went so far as to conclude that nonhuman physical restraints 
and isolation are not necessary to manage violent behavior in adolescents. 
Therapeutic holding involves direct contact between holder and child while 
reinforcing physical and behavioral boundaries. Hawkins (1991) noted that stimulating 
the outer surface of the body through physical contact serves to strengthen outer body 
boundaries. The length of therapeutic holds is often much greater than traditional 
restraint practices due to the inclusion of a de-escalation and resolution phase (Stirling 
& McHugh, 1998). However, several experts purport that therapeutic holding is both 
physically dangerous and emotionally traumatic regardless of purpose, frequency, or 
length of hold time (Garrison, 1984, Parmelee, 1983). 
Other research includes causal/comparative studies that address duration and 
number of therapeutic holds versus traditional methods of seclusion and restraint, 
finding that children restrained by therapeutic holding are restrained for longer periods 
of time, yet less often (Miller, et al.1989; Sourander, 1996). Miller, et al. (1989) found 
that adolescent patients who had received therapeutic holds regained control of their 
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behavior in a mean of 21.2 minutes with a range of one to 90 minutes, compared to 
mean of four hours (Plutrhik Karasu, Come, et al., 1978,) 10.8 hours (Soloff & Turner, 
1981,) and 15.7 hours (Binder, 1979) reported in seclusion studies. JCAHO currently 
mandates that all holds must be timed from the moment the adult touches the child until 
they release them. If the hold lasts more than 30 minutes, continuation of the hold can 
only occur under a direct order from a doctor and under the supervision of a nurse. If it 
is necessary to restrain the child beyond this point, a doctor must be called to Grder the 
next level of intervention, locked seclusion. 
Contrary to the work described above, articles published in the early 198Q's to 
mid 1990's show a trend of opposition to all forms of restraint. Garrison H984) stated 
that the physical restraint of children is a dramatic example of a counteraggrcssion with 
serious ethical and psychological implications. This opinion becomes more global over 
the next ten years. Murray and Sefchik (1992) reported a consensus among child 
welfare practitioners that all (emphasis added) restraint is not therapeutic. As late as 
1995, Walsh (1995) found little support in the literature lor the efficacy of seclusion and 
restraint. It should be noted however, that these citings refer to restraint in general, and 
the authors do not address therapeutic holding specifically. It is often unclear in the 
literature when an author is referring to physical restraint as the restraining of children 
through mechanical means or via therapeutic holding. 
More recent quantitative studies have explored specific therapeutic relevance 
with more positive results. Findings show that children and staff involved in 
therapeutic holding experience the following: 
• Successful containment of violent behavior (Barlow, 1989; Bath, 
1994; Berrios, 1998; Sourander, 1996; Stirling & McHugh, 1998: 
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Milter, e ta l , 1989) 
• Promotion of therapeutic alliance/intimacy/trust (Barlow, 1989; 
Bath, 1994; Sourander, 1996; Stirling & McHugh, 1998; Miller, 
etal. 1989) 
• Positive verbal feedback from the holder (Sourander, 1996; 
Stirling & McHugh 1998) 
• And a gradual ability of patients to control their own behavior 
(Barlow, 1989; Bath, 1994; Sourander, 1996; Stirling & 
McHugh, 1998; Miller, et a). 1989) 
Based on these studies, the literature reflects a change in opinion again, 
promoting therapeutic holding as a humane and necessary technique with the innate 
propensity for establishing connection and promoting healing, Sourander (1996) points 
out that therapeutic holding satisfies several needs including: safely containing violent 
behavior, modulation of impulsive behavior, preventing group contagion of aggression, 
and boundary setting necessary for healthy development. In addition, therapeutic 
holding provides staff with the opportunity for intense relationship building 
opportunities based on empathic attunement (Sourander 1996; Stirling & McHugh, 
1998). ITie technique fosters emotional contact and bonding between patient and 
therapist and allows for the expression of anger, frustration, and turmoil in a safe 
environment (Stirling & McHugh, 1998). These positive reports exist beside sorrowful 
and horrific accident reports noting both death and injury via therapeutic holding that 
have prompted government regulation (HCFA, 2001). 
Stirling &. McHugh (1998) describe the theory, aims, values, and practical 
applications of therapeutic holding based on their research with children in a hospital 
setting. Stirling & McHugh assert that the technique is safe and provides clients with 
the opportunity to discover new coping strategies rooted in bonding theories as set forth 
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by Bowlby and Ainsworth. Stirling & McHugh have observed that the practice of 
therapeutic holding involves five stages of experienrp The following text delineates 
Stirling & McHugh's stages. 
Stirling & McHugh's Five Stages 
Stage 1 - Confrontation 
Confrontation is the period of time in which the therapist must confront and 
contain a child's aggressiveness. In this phase, the holder must assess the situation and 
may initiate physical contact. The adult is faced with the task of determining the nature 
of the situation, then physically containing the child's angry behavior with her own 
body in order to protect the child. 
Stage 2- Rejection 
The next stage is rejection, in which the child turns her aggression from her 
immediate target to die therapist. The Crisis Prevention Institute (1987) warns that in 
this stage, it is often common for adults to over-react or become victim to their own 
impulsive responses. A trained professional must be very careful to remain calm and 
depersonalized from the child's anger at this point. A breakdown in this phase can 
result in injury and in the most severe cases, deaUi (HCFA, 2001; Seibert & 
Thogmartin, 1999). 
Stage 3- De-escalation 
An alliance between child and adult is forged via the aforementioned struggle, 
which leads to the third stage, de-escalation. During de-escalation the child is 
encouraged to express feelings and return to a state of calm. This stage seems to 
progress faster, the greater the child's exposure to therapeutic holding (Stirling & 
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McHugh, 1998; Sourander. 1996). 
Stage 4- Resolution 
As de-escalation is achieved, the holder and the child will begin to experience a 
sense of catharsis and calm. Stirling and McHugh assert that the child should still be in 
physical contact with the adult during this stage, in order to establish the holding 
environment. The holding should now be relaxed and supportive, molding to the child's 
form and creating a soft, human container. For Stirling & McHugh (1988), implicit in 
this relationship is the belief that intimacy creates opportunity for self-disclosure of 
personal experiences with the expectation of understanding and acceptance. 
Stage 5- Exploration 
The fifth and final step is exploration. In this phase, the holder and child discuss 
alternative coping methods and any issues pertinent to the child at that point. Stirling 
& McHugh assert that the hold should not be released until positive resolution and 
acquiescence has been achieved. According to Stirling & McHugh's study, not only do 
patients report better relationships with authority figures; staff members also report 
positive feelings and greater confidence in their relationship when such an approach is 
used (Stirling & McHugh, 1998; Sourander, 1996). Conversely, JCAHO (CAMBHC, 
2000) has mandated that therapeutic holds should be brief in order to reduce risks. 
Psychological Theories of Attachment. Bonding, and Development Relative to 
Therapeutic Holding 
Much of the theory regarding holding as a psychological experience has 
been generated from the Psychodynamic and Object Relations schools of thought. 
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Theories of attachment are often used to support the notion that the environment 
maintained in a dyadic holding situation is necessary for healthy psychological 
development in children (Bowlby, 1990; Heard, 1981; Kestenberg, 1977; Mahler, Pine, 
and Bergman, 1974; Winnicot, 1965). According to the cited authors, the ability to 
relate to another human being originates and develops based on the primary relationship 
between mother and child in early infancy. They assert that the physical relationship 
between mother and child (the mariner in which the mother holds, touches, molds, and 
accommodates the child) impacts the child's basic understanding of self worth and 
individuality. In other words, the child's earliest psychological experiences are directly 
related to their first physical experiences. These early experiences create a basic 
understanding of self and environment. 
Many of the theories substantiating Dance/Movement Therapy techniques are 
also psychodynamic in orientation. The practice of D/MT is often rooted in concepts 
related to attachment theory; based on the understanding that our first learning 
experiences as humans occur inside of the mother-child relationship and are body-based 
(Fischer, Chaiklin & Schmais, 1993; Loman & Merman, S (1999); Lewis, 1979; 
Pallaro, 1996; Penfield, 1992). This learning is imprinted and consequently 
reconstructed throughout the human lifespan (Paliaro, 1996). If a child's early body 
experiences are wrought with insecurity and anxiety, they will likely be recreated and 
relived in ensuing dyadic relationships (Bowlby, 1990; Kestenberg, 1977; Mahler, Pine, 
and Bergman, 1974; Pallaro, 1996; Winnicot, 1965). Often it is the goal of the 
Dance/Movement therapist to create new patterns of interactive behavior, which replace 
the original learned experience. In therapy, the reworking of body-based experiences 
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and feelings is remarkably linked to the client's experiencing of selfhood (Pallaro: 
1993). In other words, a client's feelings and states of mind are often directly linked to 
past bodily felt experiences. 
D. W. Winnicot was as a pioneer in object relations whose work is based on the 
early attachment behavior of children. His approach to bonding behavior is based on 
observations of mothers holding their children. According to Winnicot (1965), original 
interaction patterns can be recreated in contextual situations, he calls "holding 
environments". A holding environment is created when a child feels emotionally and 
physically safe when contained by a strong adult. He observed that a supportive and 
nurturing experience coupled with physical and bodily felt safety promotes a mutually 
empalhjc and trusting relationship. Winnicot extrapolates this original relationship to 
the therapeutic relationship. He asserts that when a client is offered a "holding" 
environment in therapy, he/she will experience self and others in a positive and 
trustworthy manner. The client's hostile and aggressive inferences and expectations of 
the world will be unfulfilled and ultimately challenged. This new experience wili be 
unfamiliar and thus resisted in the early stages of therapy. 
According to Winnicot, when children behave aggressively they are in the 
process of returning from pathological introversion to a state in which their sense of 
goodness is concentrated within and bad feelings are projected onto the outside world. 
In this way, aggressive behavior can be seen as a sign of progress from inner conflict to 
outer expression (Winnicot, 1958). Winnicot contends that if adults mismanage a 
child's aggressive actions, the child's negative worldly expectations are actualized and 
they will return to a state of righteous introverted confusion and anger. He purports that 
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when "'acting our (misbehavior, aggression) becomes a compulsive personality trait, 
there has probably been an environmental letdown in the child's individual experience. 
Without a firm holding environment a child is unable to discover and ultimately 
manage impulse in a socially acceptable manner (Winnicot, 1958b). 
D. Heard also supports the assumption that a holding environment is necessary 
for healthy development of children. After a review of object relations oriented 
literature focused on child development, Heard (1981) describes two basic tenets of 
attachment: 
1. Children and adults are programmed to seek supportive and caregiving 
i?rte.ractions. If dissatisfied in this attempt they will continue to seek satisfaction often 
with inappropriate behaviors and "angry striving". 
2. Both children and adults must take active roles in terminating such 
maladaptive behavior. 
Mahler, et al. (1974) also studied the types of bonding that can occur m early 
mother-infant dyads, and how the relationship infoims later behavior. She found that 
less attuned mothers fostered a sense of anxiety in their infants that manifested later in 
clingy or neurotic behavior. However, mothers who were somatically and 
psychologically available established a sense of general well being, curiosity, and 
independence in their children that was evident in their behavioral and emotional 
interactions with others. Mahler's studies led her to conclude that an individual's sense 
of identity is formed by original separation from the object and the resulting 
interactional behavior is mediated by kinesthetic sensation (Mahler & Furer, 1968). 
The lure of the kinesthetic holding environment can be so strong that some 
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professionals believe thai children in psychiatric facilities will act out in order to receive 
a hold, also called "negative attention seeking" (Dougherty, 1982). However, Berrios 
(1998) found this hypothesis to be inconclusive in her more recent study examining 
such reactions to therapeutic holding on a psychiatric inpatient unit for children. 
Berrios (1998) concluded with Bath (1994) that therapeutic holding does serve as a 
"ritual of inclusion" that engenders reassurance and security within the dyad. Miller, et 
al. (1989) used these same assumptions in conjunction with Winnicot's theory of the 
"holding environment" to advocate the use of therapeutic holding. They concluded that 
the physical relationship established between holder and child offers an appropriate 
solution for violence control in addition to modeling positive interpersonal interaction. 
The holding relationship established by the therapeutic restraint creates an opportunity 
for self-disclosure, interpersonal interaction, and intimacy; components that are vital for 
therapeutic change (Stirling & McHugh, 1998). 
Stirling & McHugh (1998) found therapeutic holding to be useful in establishing 
positive dyadic interaction. When used as a means to encourage growth and 
development, the technique fosters therapeutic potential beyond the immediate task of 
decreasing violence. During the physical restraint of the child, mere is an attempt to 
create new and positive holding patterns and establish a dynamic based on safety, 
intimacy, and self-disclosure (Stirling & McHugh, 1998). Winnicoi (1964) states, 
".. .so in violence there is an attempt to reactivate a firm holding, which in the history of 
the individual was lost at a stage of childhood dependence. Without such a firm holding 
a child is unable to discover impulse, only impulse that is found and assimilated is 
available for self-control and socialization." p. 157. 
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Therapeutic holds are used more frequently as a treatment for children and 
teenagers than adults. There are several practical reasons for using the holds 
specifically with younger populations, the most obvious being size, weight, and strength 
ratios between the holder and the patient. To the researcher's present knowledge, no 
studies have been conducted to date in which children or adolescents have been asked to 
comment on their experience. This study seeks to remedy this by including child 
perceptions. 
Studies conducted on therapeutic holding often use child subjects who are 
identified as having impulse control problems such as ADHD, Conduct Disorder, 
cognitive deficits, and Oppositional Defiant Disorder (Barlow, 1989; Bath. 1994: 
Sourander, 1996; Stirling & McHugh, 1998; Miller, et a]. 1989). The success of 
therapeutic holding with these populations indicates that the technique may in fact be 
linked to the discovery and assimilation of impulse control as described by Winnicot 
(1964). 
Proponents of therapeutic holding attempt to recreate an original holding 
situation by imposing the physical experience on the child. This imposition may be 
deemed necessary in situations when a child is acting out in a way that is threatening to 
themselves or others. In this way, the technique differs widely from D/MT techniques 
that attempt to recreate the same situation. In a D/MT session, clients will be gently 
invited to experience this situation on their own terms, not forced bodily. By providing 
a venue in which a client can re-embody original feelings, they are allowed to expand 
and integrate previously disavowed aspects of themselves (Pallaro, 1993). This study 
investigates how these needs may be met and a "holding environment" created without 
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the trauma and violence inherent in a therapeutic restraint. This study will teach adult 
staff members to integrate dance/movement therapy techniques for behavior 
management before the hold. If this is not possible, the holder will seek to employ 
these techniques after the hold in an attempt to repair possible damage done to the 
child/adult relationship. 
Harvey (1995) reports that early interactive experiences with caretakers have a 
strong impact on later interactions. Therefore, positive holding experiences translate to 
expectations and behaviors outside of the hold and may continue as a pattern, if 
reinforced. In his work, Harvey recreated and reinforced holding situations using touch 
and containment, and has seen positive changes in behavior in individual children and 
their relationships with others (Harvey 1995). Stirling & McHugh's (1998) work 
reflects a similar stance. They assert that aggression and violence cannot be resolved 
unless a child's underlying needs are met; these needs can be met through bonding, free 
emotional expression, and physical and verbal interaction between child and caregiver. 
Harvey (1995) makes the following connection between original dyadic interaction and 
attunement, 
"Attachment refers to the emotional tie between parent and 
child that makes them important to each other. The tie 
grows out of a pattern of adult-child interactions and rests 
on the development of expectations as to how the adult 
provides comfort and protection when the child feels 
distressed, overwhelmed, or frightened. Such parent 
behaviors include (a) sensitivity to nonverbal 
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communication (b) physical availability and (c) 
attunemenl (p. 169)." 
Therapeutic holding has been found to foster dyadic interaction, encouraging 
growth and development within the child/caregiver relationship in clinical settings 
(Stirling & McHugh, 1998). During their research, Stirling & Mcllugh found that the 
technique held inherent therapeutic potential beyond the immediate task of decreasing 
violence. This potential becomes manifest when a hold continues beyond the necessary 
resolution stage to an explorative stage in which the child and holder remain in physical 
contact while conducting verbal therapy and problem solving. This type of holding 
addresses developmental issues and behaviors that exist outside the scope of the 
immediate aggression. In their study, the hold itself was used to create a platform for 
intimacy and establish therapeutic alliance. Therapeutic alliance and a trusting 
relationship are significant in treatment (Kier, 1995). Sourander (1996) found similar 
results. Sourander found that 70% of the staff reported improved relationships with 
child clients after holding incidents. 
Under the Children's Health Act of 2000, (HCFA: 2001) holding is not 
considered therapeutic and is mandated to be performed as little as possible, for the 
shortest amount of time necessary to be effective. 
Risks and Threats Surrounding Restraint 
The dangers involved in restraint are numerous and beyond the scope of this 
research. A brief outline of the risks involved is included here due to their significance. 
Therapeutic holding is riddled with threats that can be harmful and even deadly to both 
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staff and children. Safety for both participants is a valid and important consideration in 
any investigation of the subject. A highly publicized report in 1999 documents two 
fatalities directly related to improper use of the technique (Seibert & Thogmartin, 
] 999). Both deaths occurred due to inadvertent chest compression caused by 
inexperienced holders in a crisis situation. These two tragic deaths identify the 
absolute necessity for therapists, nurses, mental health workers, and other staff to be 
educated on proper procedures for therapeutic holding methods. 
JCAHO (CAMBHC, 2000) has mandated that facilities implement strict new 
standards when employing restraints. Some of these requirements include; 
1. Employing the least restrictive alternatives, 
2. Restricting the use of restraint, 
3. Establishing organization-based philosophies on the use of restraint, 
4. Greater staff education, 
5. Behavioral criteria for discontinuation of the restraint must be communicated 
to the individual throughout the restraint. 
The stress to the holder is also significant. Bath (1994) states that the stress 
reaction of the holder is the most important factor in implementing a good hold. It is 
possible for staff members to endure hours of rage, insults, and physical aggression 
during a hold. Stress in this situation may manifest as anger towards the child. Acting 
on these stress-induced impulses is known as counteraggression. The danger for 
counteraggression becomes apparent when one considers that the holder is under 
physical and verbal assault. These attacks can be extremely personal, violent and 
sometimes sexual in nature (Miller, et al. 1989). Sourander (1996) and Bath (1994) 
20 
warn that staff members need adequate supervision time after a holding event due to 
strong feelings of countertransference. and strongly recommend ongoing training in the 
holding technique to support staff comfort. Barlow (1989) maintains that continuous 
education for staff members will minimize the risk of counteraggression. 
Bath (1992) points out that effective and safe restraint will often require multiple 
well trained staff members that may be difficult for facilities to provide and may 
reinforce attention-seeking behavior from some deprived patients. Additional problems 
lie in the reluctance of many childcare workers to exert physical force in the 
containment of a child (Bath, 1994). This reluctance compounded by the tlireat of 
assault can easily lead to frustration and anxiety from the very person expected to 
control and contain an incident of violent behavior. It is therefore an ultimate necessity 
that holders be well informed about what they may encounter physically, emotionallyt 
and have immediate access to supervision following a holding incident. Miller, et aL 
(1989) notes that staff inexperience can also account for multiple holdings of the same 
individual that may have been unnecessary if the first hold had been performed 
correctly. Most experts recommend intensive training and counseling availability for 
holders to protect against the threat of counteraggression and govern intervention. 
Some authors (Pannelee, 1983; Murray & Sefchik, 1992) believe that the risk 
for staff counteraggression outweigh the therapeutic benefits of holding. Bath (1994), 
Berrios (1998), and Walsh (1995) all voice concern over the possible risk of 
retraumatization of sexually abused children while being forcibly held in restraint. To 
address this, they recommend involving adult childcare workers of both sexes to reduce 
the fear of sexual assault. There are no studies to date that substantiate retraumatization 
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for this population. 
The possibility of reinforcement for negative attention-seeking behavior is also 
identified in the literature as a threat to the effectiveness of therapeutic holding. 
Because therapeutic holding can address many fundamental social, developmental, and 
biological needs, children may be tempted to act out negatively in order to receive a 
hold (Barlow, 1989; Bath, 1994). However, when this hypothesis was tested 
clinically, Berrios (1998) found that there was no increase in negative attention-seeking 
behavior. Yet, these results may be implicit in the method because in some settings, a 
hold is not considered complete until the child's behavior has also been addressed 
verbally. This procedure was employed in Berrios' study, and may lessen the threat 
Discussions between child and holder were focused on the child's behavior and 
alternative methods for coping and receiving attention. When holds are employed in 
this manner, attention-seeking behavior is addressed as it occurs. In contrast, negative 
attention seeking may also be seen as an opportunity to meet a child's needs while 
introducing new behaviors and strategies for meeting them. Stirling & McHugh (1998) 
point out that by maintaining interaction beyond the resolution stage, a child will learn 
that reinforcement comes from positive interaction. 
The Importance of Further Research 
Recent congressional mandates and the rising concern for patients' rights have 
made the management of violent and self-aggressive behavior an active and pertinent 
discussion (Berrios, 1998; HCFA, 2001). The Children's Health Act of 2000, states 
that all forms of holding should be considered restraint, regardless of human 
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intervention (HCFA. 2001). However, there is still no standard model for restraint 
currently required by law. Until such a law is enacted, it is imperative that researchers 
continue to ask questions in order to provide practical information for informing this 
decision as evidenced by the risks outlined in the literature (Bath, 1992; HCFA, 2001; 
Murray & Sefchik, 1992; Parmelee, 1983; Sourander, 1996; Walsh, 1995). Agencies 
such as the Crisis Prevention Institute report training over 3.5 million people in 
therapeutic holding (CP1, 2001). These numbers coupled with the threats outlined above 
speak to the necessity for improving therapeutic effectiveness, and lowering the risk of 
injury and trauma. 
Dance/Movement Therapy 
From a Dance/Movement Therapy (D/MT) perspective, the body is the prime 
source of information, the tool used for expression, and the instrument used for change 
(Fraenkel, 1982). Dance/Movement Therapy is founded on the premise that body and 
mind are gestalt in nature and that changes in one will produce corollary changes in the 
other (Berrol, 1992). In other words, psyche and soma are interactive. To begin to 
understand the mind, one must fust understand the body's experience. D/MT pioneer, 
Claire Schmais (1974) claims that the interpersonal relationship formed between client 
and therapist via movement of the body brings about changes in psychological and 
physical functioning. In order to integrate outside experiences with one's inner self, it 
is necessary to begin with the body's experience (Winnicot, 1965). By focusing on the 
body, clients may learn to discriminate and understand feelings (Dosamantes-Alperson, 
1980). 
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It is possible to draw many parallels between the theoretical and practical 
application of both flierapeirtic holding interventions and dance/movement therapy 
interventions due to the underlying premise of mind/body connection. 
Dance/Movement Therapy and therapeutic holding can both be construed as body-based 
approaches designed to assist patients by integrating psyche and soma. Both treatments 
address similar issues of importance to patient, therapist, and their therapeutic 
relationship including: attachment, attunement, empathy, shaping, holding, molding, 
touch, containment, trust, reciprocity, affect, and intimacy. However, one must remain 
aware that restraint interventions are conducted via physical force against a child's 
conscious will; In contrast, D/MT interventions are employed with the child's active 
and willing participation in a way that meets the client at their level of functioning in 
the moment. It is also most important to note that D/MT techniques do not specifically 
support therapeutic holding in practice or in the literature (Hoffman, 1988). The 
purpose of this study is to utilize D/MT techniques to augment holding procedures only 
when they are necessary, in order to reduce the threat of trauma that may be aroused by 
the restraint procedure itself. 
Hoffman (1988) analyzed the movement dynamics between child and holder 
during nonviolent crisis intervention from a dance/movement therapy perspective. Her 
results indicated that childcare workers must be able to communicate their intentions 
with their bodies in order to provide a therapeutic intervention that addresses 
maladaptive attachment behaviors (Hoffman, 1988). Case studies illustrate that early 
holding failures can be attuned or adjusted during therapeutic holding and that this 
determines whether the adult's actions reinforce maladaptive interactions or encourage 
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new healthy behavior. Results were taken from a nine-month qualitative field study 
conducted in a residential treatment facility for children. However, Hoffman's study is 
entirely observational and subjective with no control group, leaving it open to multiple 
confounds and threats to internal validity. The study also neglects to record holding 
events from the perspective of the actual participants. 
Dance/Movement Therapy- Some Specifics 
The following text delineates specific aspects of D/MT that may be 
implemented and considered during nonviolent crisis intervention and will be outlined 
here. 
Joining and Clashing 
One of the first dance/movement therapists to study the effectiveness of B/MT 
techniques in a research laboratory was Janet Adler. Adler (1968) found mat the 
immediate de-escalation of aggressive behavior could be achieved via the D/MT 
technique of "joining". Joining a client is described as meeting the client where they 
are in the moment. This idea is based on work originated by Marian Chace with 
hospitalized psychiatric patients at St. Elizabeth Hospital in the 1940's (For more on the 
work of Marian Chace, see Chaiklin & Schmais, 1993). According to Adler, this 
meeting can be expressed nonverbally and may be more effective than words when 
approaching a child who is not capable of using language due to cognitive or emotional 
states of disorganization. Adler demonstrated this technique to be highly effective with 
autistic children; sparking greater academic and scientific interest in movement oriented 
therapies. Lewis (1979) concurs with Adler and suggests that one approach the client 
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on a diagonal, walking in a slow, steady rhythm. Using the same purpose and energy. 
sit quietly beside the patient without infringing too closely on their personal space, or 
kinesphere. Avoid making threatening gestures or remarks. The therapist should reflect 
the posture and mood of the patient when possible, displaying a sense of empathy and 
understanding of their current situation. 
Carl Rogers (1951) utilizes joining in verbal therapy by embodying and 
reflecting both verbal and physical behaviors for the client. Because this joining 
technique is non-threatening and places no initial demands on a client, it promotes a 
sense of empathy and understanding in the dyad (Rogers, 1951). Rogers asserts that 
this form of empathic communication allows the client to heal regardless of the malady 
presented. However, this technique has been criticized in relation to verbal therapies as 
being simplistic, culturally insensitive, and lacking in research substantiation (Corey, 
1996). In addition, dance/movemenf therapist, Susan Sandei (1993) warns that 
empathic reflection must be practiced with caution and awareness, as direct mirroring of 
a patient's actions may be misinterpreted as mimicry or ridicule. She asserts that 
therapists must be aware of these possibilities in order to avoid making antimerapeutic 
interventions. 
Fraenkel (1983) noted that body movements may be connected or "•joined" 
spatially, temporally (rhythmically), or qualitatively. Adler (1968) defines joining 
spatial synchrony by moving in the same direction, using the same body parts as the 
client. Temporal synchrony may be understood as echoing the type of rhythms that 
may be present in the child's body such as foot tapping, rocking, swaying, etc. 
Qualitative joining may be understood as joining the quality of the child's movement 
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such as stiff, bound, free flowing, quick, sustained, focused, or indirect. An adult 
approaching a child may choose any of these aspects of the child's position and 
movement at which to join them, nonverbally expressing a sense of understanding and 
limiting adult behaviors that the child may feel the need to protect themselves against. 
Fraenkel studied the specific effect of movement "echoing" which occurs when 
one person responds to another's movements with movements similar in timing, spatial 
features or qualitative intensity. Fraenkel (1983) observed dyadic movement interaction 
between therapists and adult patients in verbal therapy. She found that movement 
echoing was directly related to perceived empathy. 
Kestenberg (1985) defines empathy in kinesthetic terms as the capacity to 
understand another's feelings based on sensory experience. According to the 
Attachment theories discussed previously, this understanding should greatly decrease 
the risk of violent and impulsive behavior while increasing rapport between the 
participants. 
It should be noted that the joining technique would not be possible if the client is 
actively hurting herself or someone else. If this is the case, the therapist may implement 
the technique of "clashing". Clashing was observed and defined by Kestenberg (1999) 
while observing mother-infant dyads. Clashing occurs when the caregiver models 
opposite behaviors, physicality, and attitudes. Clashing behaviors are often seen when 
caregivers are soothing, redirecting, modulating, or modeling appropriate responses to 
stimuli. Kestenberg found that both joining and clashing were necessary- to promote 
child/caregiver attunement. 
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The Therapeutic use of Touch 
During restraint, the aduJt must physically contain the child with her own body, 
Dance/movement therapists are often confronted with issues surrounding touch and 
physicality, as clients are asked to explore and realize sensory and kinesthetic 
awareness in themselves. One component of conscious self-experience is a sense of 
embodiment that Winnicot (1965) refers to as "indwelling". When a client experiences 
indwelling, the skin itself becomes the modus operandi and the psyche is experienced 
tlirough the body. Thus, purposeful touch can be used to reinforce and define a 
cognitive or emotional experience. The skin carries information to and from the brain 
and spinal cord. According to Montagu (1974). all that can be communicated to the 
central nervous system via vision and hearing can also be communicated through the 
skin-
Willis (1987) states, "...in general dance/movement therapy is based on the 
concept that bodily contact is healthful, not harmful, and touch is, therefore, not 
avoided." Willis (1987) posits that the use of touch in therapy is healthful and can be 
employed to further therapeutic alliance between patient and client. Stirling & 
McHugh (1998) state that touch is an important aspect of the therapeutic process, 
serving to facilitate bonding and communicate feelings of empathy. 
Touch may be used to reinforce physical limit setting and containment, while 
providing physical safety within a human context (Berrios, 1998; Stirling & McHugh, 
1998). Several dance/movement therapists (Kestenberg Arnighi, Loman & Merman, 
Lewis, and Sossin, 1999; Harvey, 1995; Lewis, 1979; Willis, 1987) recognize that 
physical contact and touch are useful in establishing and maintaining body boundaries, 
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which in turn solidify one's personal identity. Exercises that stimulate the outer surface 
of the body are commonly used in dance/movement therapy to establish a concrete 
sense of self and to differentiate between inner and outer stimuli. However, many 
studies reveal that there is a general fear of touch during crisis intervention with 
children who were victims of sexual abuse (Bath, 1994; Berrios, 1998; Walsh, 1995). 
Although sexual assault retraumatization is mentioned as a risk by all three of these 
authors, they do not present data that corroborates this hypothesis. Nonetheless, these 
children are excluded from this study. 
Understanding Affect 
James and Lange (1910) put forth the theory that all changes in emotional state 
are directly linked to bodily changes. They purport that without changes in physiology; 
there can be no changes in emotion. In dance/movement therapy, practitioners refer to 
the outward bodily expression of internal states as affect Brooks and Stark (1989) 
tested the converse of the James-Lange theory by hypothesizing that changes in the 
kinesthetic body bring about short term changes in affect in adult mental health patients. 
Their study found that dance/movement therapy had a positive influence over affect in 
other words, bodily activity based on dance/movement therapy techniques did change 
how people felt (Brooks & Stark, 1989). 
Kuettel (1982) designed two pilot studies in order to compare the effect of 
participation in a dance/movement therapy group and a control group. The control and 
experimental group participants in both studies were adult females. A Feelings 
Questionnaire that was administered before and after the single session measured 
affective change. In both cases, the participants in the dance/movement therapy 
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sessions reported greater feelings of affection and less anxiety than the control group. 
It has also been found that there is a direct correlation between posture and the 
emotions experienced by the person experiencing the posture as well as the person 
witnessing the posture (Rossberg-Gempton & Poole, 1992). Follow up studies based on 
this principal found specifically that open postures (postures in which there is little 
crossing of limbs and frontal facing of the torso) elicit positive emotions and closed 
positions elicit negative emotions (Rossberg-Gempton & Poole, 1993). 
Grounding 
D/MT therapists often identify the quality of "groundedness" in someone who is 
calm and present. Groundedness is defined as a sense of being centered, or aligning the 
body in such a way that allows the free flow of energy and balance. One who is 
grounded, aligns their body with gravity in logical and organized manner, exhibiting 
movement phrases with clear beginnings and endings. Being "grounded" means feeling 
stable with both feet planted firmly on the ground. Groundedness implies that a person 
is in touch with reality, aware of their immediate surroundings, and taking responsibility 
for their words and actions in the moment. A balanced, grounded body implies a 
centered psyche (Lewis, 1979). 
Davis (1997) identifies several non-grounded states as "pathognomonic" 
(physical indicators of severe psychopathology). Davis (1997) created the Movement 
Psychodiagnostic Inventory (MPI) as an instrument for assessing psychopathology 
using kinesthetic information. The MPI is based on years of clinical research and 
experience assessing adult psychiatric patients encompassing nonverbal aspects of 
psychopathology, the effects of medication on movement, and movement states in the 
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therapy process (Davis, 1975,1977,1985). Davis's research shows that patients who 
exhibit high incidences of dknrpanizatioih diffusion (vague formless movement lacking 
cleat beginnings and endings), suspension (movement that does not give in to gravity), 
and hyperkinesis (rapid movements with no rest or recovery preformed one after 
another) correlate with diagnoses of severe pathology. Davis found that patients who 
were not grounded were also suffering from psychological illnesses. In contrast, 
grounded behaviors are generally associated with a high degree of health. 
Dance/movement therapists encourage heaJthy movement patterns via grounding 
techniques. 
Breathing may be used as a tool for grounding and calming. According to 
Lewis (1979), the most basic area of treatment and diagnosis in D/MT is the flow of an 
individual's breathing. She divides the importance of breath into three factors: 
1. Breathing is innately important because it is the primary indicator of Ufe. 
2. It is the most fundamental behavioral reaction to emotion. Specifically, 
anger, anxiety, and sadness are all reflected in the rate of breathing. 
3. Because of factors 1 and 2- breathing is considered to be a major factor in 
assisting clients return to normal states of functioning. 
Lewis (1979) points out that a patient's breath can be used as an indicator for 
therapists. Alterations in breathing patterns may indicate when the therapist is too far 
away, too close, feeling anxious, calming down, or becoming excited. Adults may use 
this information to facilitate de-escalation in violent behavior, using it as both an 
indicator and a tool for calming their own bodies and assisting the child with the same. 
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Molding 
Molding is used to describe the way in which the bodies of caregiver and child 
fit into and around one another in space. Molding is a physical format for 
accommodating another human being in a shared space. In a 1977 study of nonverbal 
communication, Dulicai (1977) found that families who reported normal healthy 
relationships exhibited a high degree of molding behavior between child and parent. 
From the information gleaned in this study, Dulicai reports that childcare workers can 
emphasize nonverbal methods of communication that may be missing in a child's 
repertoire for therapeutic gain. Meekums (1991) also found that an increase in molding 
activities between caregiver and child is strongly associated with improved 
relationships. Meekums structures therapy activities around molding and shaping 
activities in order to promote positive change in parent-child interaction patterns. 
Molding activities most often involve direct physical contact, while shaping occurs 
when one body accommodates the other in space without touching. Harvey (1995) also 
uses this intervention with success in parent'child treatment. During nonviolent crisis 
intervention, the holder is given the opportunity to employ molding in a manner 
designed to protect the child from her own violent impulses. 
Empathic Attunement 
Carl Rogers (1975), an active promoter of the joining technique, states that the 
empathic process requires two steps: 
1. The therapist must experience as if she were the client. 
2. The therapist must communicate her sense of that experience. 
The D/MT approach to establishing the empathic process is called "attunement" 
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and rests on similar principles. Attunement is often facilitated through the use of 
"mirroring". Literally, it means to show the clients a reflection of their own postures, 
movements, and words. The therapist accepts these communications as legitimate via 
appropriation. 
Scheflen (1964) did early investigations of mirroring behavior. Scheflen's 
studies focused mainly on postural congruency and body orientation of clients and 
therapists during psychotherapy sessions. He found that side-by-side orientation in 
dyads and postural congiuency indicated association and mutuality. Conversely, face-
to-face interaction and incongruent posturing indicated didactic relationships or 
opposing points of view. Scheflen's work was published along with general studies of 
nonverbal communication and reflected action that were popular in the 1960's wiih the 
advent of video technology (Birdwhistell, 1960; Condon & Ogston, 1967). These 
studies maintain that body movement patterns between participants dictate strong 
messages that may direct the outcome of the interaction. 
Janet Adler introduced mirroring, as a specific intervention, to D/MT while 
working with autistic children for an NTH funded project based in nonverbal 
communication (Adler, 1968). While implementing her theory on joining (discussed 
previously), Adler found that by mirroring the movements of children who did not want 
to relate to others, she was able to meet them at an interactional level at which they 
could participate and communicate. Mirroring allowed Adler to relate to a specific 
population of children that had been labeled unreachable. 
Lewis (1979) states that a client's posture and mood must be empathically 
reflected in order to be on the same level of communication that the client presents. In 
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other words, without empathic reflection the therapist is always working above or 
below the client's level of understanding in the moment. In mirroring, the client is able 
to work where she is most comfortable. The message sent to the client is that they are 
both seen and understood. Erfer (1995) points out that mirroring also provides the 
therapist with a means to understand a child's experience on a body level, thus gaining 
information that may not be immediately apparent with visual information only. 
Harvey (1995) asserts that positive emotional communication between children 
and caregivers include the following adult behaviors: 
1. Sensitivity to nonverbal communication, 
2. Physical availability, 
3. And nonverbal matching of communication. 
Harvey has had clinical success in this area by teaching the parents of adopted 
children mirroring and accommodating behaviors in order to promote trust and alliance 
in their relationship. 
Svnthesis-How does it all fit? 
Sourander (1996) conducted a study analyzing the control of violent behavior 
through therapeutic holding in an adolescent inpatient facility. He concluded that the 
staffs presence, availability, and attunement were all factors that provided the 
opportunity for intense relationship building between staff and patient. All of these 
criteria may be met in a mirroring interaction between child and caregiver. In this study 
participants will practice mirroring behaviors and other nonverbal methods of 
attunement. 
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Sourander (1996) reports that the final phase of nonviolence crisis intervention 
is characterized by a feeling of "intense closeness" between the child and staff member. 
It is this closeness that this study hopes to promote via D/MT techniques. 
According to the Object Relations school of thinking on the subject of 
attachment and bonding behaviors outlined previously, adult caregivers must be aware 
of the body-based signals they are sending while dealing with a child who is presenting 
aggressive behavior. It is important that the adult be aware of their own nonverbal 
communication in order to avoid escalating the child's fear of physical retribution from 
the adult, which may exacerbate their own dangerous behavior. According to Winnicot, 
it is the adult's responsibility to prove the child's fear of rejection unfounded. This 
places the caregiver in a difficult position when the necessity for physical restraint 
becomes imminent. How does an adult physically restrain a child against their will 
while protecting both themselves and the child from physical and psychological 
trauma? Hoffman's thesis suggests that when adults fail in this dual task, the child 
could be psychologically damaged (Hoffman, 1987). 
It is possible for all of these components to be considered by combining the 
D/MT techniques introduced with Stirling's five stages of therapeutic holding. The 
following text will outline where and how D/MT techniques can be integrated in each 
stage. 
Stage 1 - Confrontation 
Confrontation is the period of time in which the therapist must confront 
and contain a child's aggressiveness. In this phase, the holder must assess the situation 
and may initiate physical contact. The adult is faced with the task of detennining the 
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nature of the situation, then physically containing the child's anger with her own body 
in order to protect the child. 
This study seeks to implement dance/movement therapy techniques by de-
escalating aggressive behavior in this stage before physicality between the participants 
is established in order to circumvent the actual hold. The de-escalation of violent 
behavior may be achieved via the D/MT techniques of joining and clashing in order to 
establish a positive and non-threatening dyadic interaction while addressing and 
ultimately modulating the unacceptable behavior. As per Adier's and Lewis's 
recommendation, it is important tiiat adults be aware of the speed and angle at which 
they are approaching the child. They should also consider the volume of their voice, a 
closed or open posture, and proximity. All of these movement attributes should be 
contemplated in their relationship to clashing or joining. The adult must decide swiftly 
which movement elements will be the most helpful to support and which need to be 
contained. This study seeks to provide adults with a venue in which to practice These 
skills. 
If the child is unresponsive to this intervention, ii may become necessary to 
implement the therapeutic hold. In this case, adults may utilize D/MT techniques 
focused on the reassuring use of touch in a traumatic situation. Adult participants in 
tius study will investigate the use of touch by way of experience during the D/MT 
training workshop. Participants will be asked to experiment with the pressure and 
placement of their touch on a partner to determine the most calming and least 
threatening manner in which they may utilize touch inside of a restraint while providing 
an effective restraint. They will also be asked to practice modulating their strength as it 
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relates to the felt experience of the child. As outlined previously, there are possible 
risks involved in using physical interventions with children who have a history of 
sexual abuse. As a precaution, this study will not promote the use of touch inside of the 
restraint process for any longer than necessary as dictated by the restraint policy at the 
Terry Center. 
Stage 2- Rejection 
The next stage is rejection, in which the child turns her aggression from her 
initial immediate target to the therapist. The Crisis Prevention Institute (1987) warns 
that in this stage, it is often common for adults to over-react or become victim to their 
own impulsive responses. A trained professional must be very careful to remain calm 
and depersonalized from the child's anger at this point. A breakdown in this phase can 
result in trauma and/or injury. The D/MT training sessions designed for this study will 
introduce techniques that may by used to de-escalate threatening adult postures and 
body language that may serve to exacerbate rejection. During the D/MT training 
workshop, participants will practice recognizing bodily signals ol their own affect and 
those of others. They will also practice body-based relaxation exercises that may be 
used to stay calm and aware during the holding incident. During therapeutic holding, 
there is a forced change in kinesthetic activity for the child. It is expected, that a holder 
trained in dance/movement therapy techniques will foster a positive change in affect 
while reinforcing a positive change in the kinesthetic activity in an out of control child. 
Stage 3- De-escalation 
According to Stirling & McHugh (1998), an alliance between child and adult is 
forged via the aforementioned struggle in Stage 2, which leads to de-escalation. During 
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de-escalation the child is encouraged to express feelings and return to a state of calm. 
This stage seems to progress faster, the greater the child's exposure to therapeutic 
holding (Stirling & McHugh, 1998; Sourander, 1996). This stage may be 
accomplished by transferring the adult's sense of calm to the child. At this point, the 
adult may offer to join the child in practicing relaxation and calming strategies. These 
may be achieved using the D/MT exercises focusing on grounding and breathing. 
Grounding techniques may include physically and consciously placing the feet on the 
ground and conjointly verbally recognizing the stability in such a stance. 
Kinesthetically feeling a sense of groundedness may also inspire stillness and quiet. 
The therapist can also point out objects in the room, using concrete language to model a 
firm understanding of the situation and the surroundings present. This serves to bring 
the child's focus into the present and discourage dissociation. Breathing exercises may 
focus on deep and conscious breathing in order to de-escalate the central nervous 
system and give the child a sense of control over her body. 
Stage 4- Resolution 
As de-escalation is achieved, the holder and the child will begin to experience a 
sense of catharsis and calm. Stirling & McHugh assert that the child should still be in 
physical contact with the adult during this stage, in order to establish the holding 
environment. The holding should now be relaxed and supportive, molding to the child's 
form and creating a soft, human container. This physical form recreates a holding 
pattern typically found in early mother/infant dyads, which facilitates feelings of safety, 
trust, and intimacy. (Kestenberg. 1977). For Stirling & McHugh (1988), implicit in 
this relationship is the belief that intimacy creates opportunity for self-disclosure of 
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personal experiences with the expectation of understanding and acceptance. The D/MT 
training workshop will teach participants how7 to create this type of container with their 
body when appropriate via the D/MT technique of molding, paying particular attention 
to height differentiation and spatial orientation. Molding that involves close physical 
contact may not be appropriate for older children or children who have been victims of 
sexual abuse. The appropriateness of this intervention will be examined and discussed 
within the training workshop. 
Stage 5- Exploration 
The fifth and final step is exploration. In this phase, the holder and child discuss 
alternative coping methods and any issues pertinent to the child at that point, Stirling 
& McHugh assert that the hold should not be released until positive resolution and 
acquiescence has been achieved. According to their study, not only do patients repon 
better relationships with authority figures; staff members also report positive feelings 
and greater confidence in their relationship when such an approach is used (Stirling & 
McHugh, 1998; Sourander, 1996). 
Conversely, the Joint Commission Accreditation of Hospital Organizsiions 
(JCAHO) (CAMBHC, 2000) has mandated that therapeutic holds should be brief hi 
order to reduce risks. The D/MT training workshop will not promote the lengthening of 
the physical hold during this stage due to the risks identified in the literature and 
JCAHO mandate. Instead, adult participants will learn D/MT exercises that may be 
employed in this stage to re-establish trust and empathy within the dyad. This 
researcher maintains that therapeutic holding is potentially traumatic for both 
participants regardless of the possible benefits outlined by researchers such as Stilling 
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& McHugh. It is the researcher's assumption that the risks outlined in the literature 
outweigh any possible therapeutic outcome of longer holding. 
The following study is designed to report participant experiences in order to 
inform future research, offer a model for training incorporating dance/movement 
therapy techniques, and statistically analyze the effectiveness. It is hypothesized that 
dance/movement therapy techniques will lessen the danger and possible trauma that can 
occur while increasing the positive aspects of the holding experience. 
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METHODS 
Design 
This study was designed using a one-group pre/posttest design with mixed 
qualitative and quantitative data collection strategies. This design was chosen in order 
to establish baseline attitudes for adults before D/MT workshops and control for the 
effects of history and maturation. This format was also chosen in order to provide a 
venue for self-report for children in conjunction with analytic data. !t was conducted 
over three months. The study protocol was reviewed and approved by the research 
review committees at TCPC and the Internal Review Board at MCI* Hahnemann 
University. 
Participants 
Participants included staff and children at the Terry Children's Psychiatric 
Center (TCPC or Terry Center). They range in age from 3-12 years old. Children at the 
center have a range of diagnoses including ADHD, learning disabilities. Oppositional 
Defiant Disorder, Intermittent, Explosive Disorder, mood disorders, and display 
aggressive and dangerous behaviors. Children with these diagnoses often receive 
therapeutic holds. They have been the subject of prior research (Barlow, 1989; Berrios, 
1998; Hoffman, 1988; Miller, et al. 1989; Murray & Sefchik, 1992; Sourander, 1996; 
Stirling & McHugh, 1998). Many of the children at TCPC have suffered varying 
degrees of physical abuse, sexual abuse, and neglect. Child participants included both 
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day students and full time residents of the program. Only children who had received at 
least one therapeutic hold at the Terry Center prior to the beginning of the study were 
considered for participation. The participants were all boys from low socioeconomic 
backgrounds. There were three Caucasian children and seven African-American 
children. 
The researcher contacted the parents of the children by telephone, informed 
them of the study, offered to answer questions, and asked for verbal permission for their 
child's involvement. Letters of explanation and formal permission were given to each 
child's legal guaidian for signature by their Treatment Team Leader at the Terry Center 
or delivered via the mail. Twelve children, whose guardians approved participation, 
had the study explained individually and were given an assent form by the researcher. 
Immediately following, each child participated in an individual and confidential 
interview and filled out a questionnaire. (See Appendices II and III). Following the 
interview, children were compensated with a snack from the cafeteria. All of the 
children had previously received either individual or group dance/movement therapy 
from the researcher. Four of the child participants had been in therapeutic holds 
administered by the researcher. 
Adult participants were TCPC staff who worked with the child participants on a 
daily basis. They volunteered to participate in this study. The adult participant group 
included two youth care workers, one recreational therapist, one music therapist, one 
psychiatric nurse, one administrative assistant, and four teachers' aides. There were 
four men and six women participants. Adults who work in psychiatric treatment centers 
for children with behavioral disorders have been subjects in prior research because of 
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their considered risk for counteraggression and burnout (Bath, 1994; Barlow, 1989; 
Miller, et al. 1989: Sourander, 1996). 
Prior to the study, flyers were placed in the administrative office, meeting 
room, and locker room announcing the study with a brief explanation of the level of 
participation and incentives. Any adult who had completed the appropriate training 
for physical restraint procedures and was approved by TCPC to administer physical 
restraint was eligible to participate. Staff members were also approached individually 
by the researcher in order to further explain the project, the level of participation, and 
compensation. If interested, they were asked to sign consent forms. 
All of the participants had administered holds prior to the study excepting one, 
an administrative assistant trained in nonviolent crisis intervention, who had witnessed 
holds on a daily basis for four years. All of the participants maintain the same 
identifying number throughout the study. 
The following text delineates the progression of the study on a weekly basis by 
child and adult participants. 
Weeks I-5 
Weeks 1 - 5 were dedicated to collecting consent forms, permission forms, and 
administering and collecting pre-workshop interviews and questionnaires. These 
included the Child Interviews (Appendix II), Child Questionnaire (Appendix III), Adult 
Interview Questions (Appendix IV), Adult Questionnaire (Appendix V), and the 
Interpersonal Reactivity Index (IRI) (Appendix VI). These instruments are further 
defined under the heading "Instrumentation" to follow. 
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Child Participants 
Each child was given the Child Interview and Child Questionnaire. (See 
Appendices II and 111.) The researcher developed the Child Interview and Questionnaire 
for the purpose of this study. They were used to assess the children's understanding of 
the event, emotional responses, impact of the event on their relationship with the holder, 
and suggestions for improvement. The Child Questionnaire is a quantitatively 
constructed Likert scale. The Child Interview is an open-ended list of questions 
designed by the researcher to elicit qualitative information. The Child Interview and 
Questionnaire were designed for comparison with the Adult Interview and 
Questionnaire. 
The data compiled from these initial measures were used to identify child 
concerns in order to inform the adult D/MT training sessions. Children were also asked 
to give specific advice to adults concerning the administration of therapeutic holds, 
what they find helpful, and how they feel about themselves, holds, and the adults doing 
the holding. 
Adult Participants 
Staff members completed the Adult Interview and Questionnaire (See Appendix 
IV and V) also developed by the researcher for the purposes of this study. The Adult 
Interview was used to identify issues of concern to be addressed in the D/MT training 
workshop and provide qualitative responses based on their personal feelings about 
restraining children and the relationship established between themselves and the child 
during a therapeutic hold. The Adult Questionnaire is a quantitatively constructed Likert 
scale used to establish baseline attitudes and adult comfort with therapeutic holding. 
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Following the completion of these tests, the adults were administered the 
Interpersonal Reactivity Index (1RI). The 1RJ measures empathic attitudes using a four-
scaled system, consisting of 28 questions. It was devised and validated by Mark Davis 
(1983). (See Appendix VI) It is hypothesized that D/MT training will increase 
individual scores on the 1RI. 
Weeks 6-10 
Adult subjects attended four one-hour D/MT training classes designed to 
integrate D/MT techniques with therapeutic holding and address concerns identified by 
both children and adult participants taken from pre-lest interviews and questionnaires. 
The workshops were designed to train adults to recognize nonverbal signals in 
themselves and the children in order to create a safe holding environment and promote 
empathy. 
The researcher conducted the workshops weekly at the Terry Center, at the end 
of the school day. Training took place in a large cafeteria-style room, separate from the 
therapeutic milieu during this time of day. The adult group consisted of 10 participants. 
Two early participants dropped out of the study before the workshops began. See 
Appendix VII for a detailed outline of the specific exercises and topics discussed on a 
class-by-class basis. 
Week 11 
No Data Collection in order to establish post D/MT Workshop baseline. 
Week 12 
Adult Participants- Repeated the 1R1, Adult Questionnaire, and Adult 
Interview questions. These tests were readrninistered to track changes in attitudes 
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toward restraint and level of empathy experienced. The adults were instructed to 
complete these tests in relation to holding events that occurred over the past five weeks. 
Intervention 
The following text offers a detailed description of the Workshop activities, for the 
Workshop Schedule and participant handouts (see Appendix VII). 
Workshop 1 (Week 6) 
The participants gathered weekly room for one hour after the school day had 
.ended. AJl of the adult participants were present and offered a meai and drink provided 
by the researcher. 
AJl participants received a welcome letter thanking them for their participation 
and answering questions about the Workshop concerning attendance and reiterating the 
purpose and focus of the study (See Appendix VII-A). The adull participants also 
received a schedule of topics for the session (Appendix VL1-B). D/MT definitions 
(Appendix VI1-C) and the Child Response handout (Appendix VI1-D). The group was 
asked to review the Child Responses in their free time, at least two times. 
The first five minutes of this meeting were used to relax The participants 
participated in a five minute guided relaxation session directed by the researcher, 
focusing on muscular tension release and deep breathing. The participants were asked 
to compile a list of the bodily sensations they felt when relaxed and compare this to a 
list of bodily sensations they experienced during a therapeutic hold. They were then 
asked to hypothesize a list of bodily reactions they have observed in children receiving 
holds. Collaboratively, the group discussed which bodily sensations were challenging 
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to control while engaging in a therapeutic hold. The group identified items such as 
heart rate, body heat, blood pressure, muscle tension, and breathing. 
Following this exercise there was a group discussion based on the 
"Confrontation Stage" as described by Stirling and McHugh (1998). The group 
identified and described the following aspects of the adult's Initial approach towards an 
acting out child: 
1. Hands- Where to put them: keep them visible and at your sides. 
2. Angle- what is the best angle to approach a child to avoid surprise or the appearance 
of threat? Try coming at an angle, in order to avoid an immediate power struggle. 
%, Widening- How to keep your own body from appearing large and overly 
threatening: breathe and try to relax. 
4. Volume- When is it appropriate to raise your voice? The group made a distinction 
between raising one's voice to command attention and screaming at a child out of 
emotion. 
5. Tension- How much tension is the adult holding in their body? The participants 
noted that breathing could relieve tension. 
6. Kinesphere- How much space do you keep between the holder and the child? How 
close is too close? The group discussed how close one's body should be to the child 
in order to avoid being seen as invasive and exacerbating the situation during the 
initial approach. 
The group examined each of the aspects outlined above via the following 
exercise. One staff member acted the part of a child displaying aggressive behavior 
while other staff members tried various approaches, varying the six stated aspects. The 
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"child" reported to the group what types of actions were perceived as threatening. The 
observers offered suggestions and feedback. These conclusions were discussed in 
relation to the D/MT literature. The researcher encouraged conversation that elicited 
responses from the child's point of view. 
The group was then introduced to the D/MT concepts of clashing subjoining. 
The group was asked to split into pairs and practice joining and clashing the behaviors 
of their partner. A discussion ensued about what types of behaviors one could join a 
child in and when it is appropriate lo clash. Participants related situations they had seen 
or tried that involved these techniques. 
One adult participant was asked to act out die behaviors of an aggressive child 
while the other group members identified what parts of his behavior could be joined. 
joining was discussed as an empathic tool that could be used to inspire connection or 
possibly disrupt perseverative behavior. Each participant was asked to try joining a 
child during the week in order to report on his or her experience during the next 
workshop. 
Finally, the group discussed personal techniques they have used in the past to 
depersonalize the confrontation. Each member contributed to a list of suggestions that 
was compiled and distributed to the participants in the next workshop (See Appendix 
VII). 
Workshop 2 fWeek 7) 
The participants were offered snacks and drinks provided by the researcher. The 
adults received Workshop Schedule 2 (see Appendix VII-E). There were three 
absences during this workshop due to other responsibilities at the Terry Center. The 
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absent participants were individually briefed on the material covered and given the 
written schedule at a later date. 
This workshop began with a review of the material presented on the previous 
week. Participants talked about experiences they had during the week in which they 
consciously chose to use joining and clashing techniques with a child. Five participants 
reported a positive experience and in each case the necessity for a hold was avoided. 
One participant reported that she was unsure if the technique helped, but that it made 
her more aware of her own reactions. 
A discussion arose concerning how the actions of others in the area where a hold 
is taking place may affect children already in a therapeutic hold. The group 
collaborated to make a list of techniques based on those discussed in the previous 
workshop. Witnesses could utilize these techniques in order to reduce the possibility of 
inciting a child to greater aggression with their presence. The group suggested the 
following techniques for witnesses: 
1. Make eye contact with the child. 
2. Come down to the child's physical level (i.e. sitting on the floor.) 
3. Give the child an explanation for your presence, i.e. "I am here to watch and make 
sure that you are safe while you are in this hold." 
4. Redirect the child's focus from the holder to the observer through talking, i.e. Ask 
about the circumstances that preceded the hold, try a relaxation technique, or ask the 
children to use words to express themselves. 
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5. After conferring with the holder, explain when and how the child will be released 
from the hold using concrete language and a low voice tone. i.e. l'Mrs. So and So will 
let go of your arms as soon as you can stop kicking your feet." 
The researcher has noted mat suggestions 1 -4 may reinforce negative attention 
seeking behaviors in the children. Attention seeking has been studied in this context in 
the past with mixed results (Barlow, 1989; Bath, 1994; Berries, 1998.) 
The group then reviewed Workshop Schedule #2 and began a discussion based 
on the second stage of a holding incident named by Stirling and McHugh, "Rejection". 
Some participants related examples of the behavior described in this stage that had 
occurred in the school hallway that morning, The researcher led a further discussion. 
introducing the possibility of injury during this stage. 
The dance/movement therapy technique of modulation wa« introduced to the 
group. (See Appendix VT1-C for definition.) The researcher designed an exercise to 
teach this technique in a manner that may be utilized during a therapeutic hold. Each 
member was asked to partner with another member of the group. One member of each 
dyad played the part of a child. Each "adult" member of the pair was asked to begin to 
touch the "child" with the intention of applying a restraint or releasing a chi id from 
restraint. They were asked to experiment with tliree levels of touch: skin, tissue, and 
bone, 
The "skin" level of touch was defined as a touch that alerted the child to an adult 
presence, but did not exhibit force. The "tissue" level of touch was described as a firm 
pressure, with full contact of the adult palm. The tissue level of touch is applied to 
convey direct a sense of intention and security without applying excessive force. The 
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"bone" level of touch was described as the exact amount of strength needed to hold a 
resistant child in place. The bone level of touch correlated directly to the amount of 
force exhibited against it in order to provide a safe container for the child. 
The participants were asked to experiment with the amount of force they 
needed to use to direct a child into and out of two standard holds, the child costrol 
position, and standing or transport hold. Each person experienced the role of the adult 
and the child in the two holds. Several participants expressed that remaining conscious 
of these touch levels left them less tired and feeling more in control of themselves. The 
adults playing the part of the "child" indicated feeling less "man-handled." 
The group tried a second exercise in which the "child" was not directly in a 
hold. The "child" participant was seated in front of the "adult" with their back lacing 
the "adult". Adults were asked to begin a restraint procedure and release it in order to 
practice experimenting with their own strength and gentleness in order to determine 
how much force they need to use when interacting with children in general. 
In a discussion of "De-escalation", the group discussed methods already in use 
at TCPC. The researcher introduced the dance/movement therapy concept of 
grounding. (Appendix VI1-E). The group also discussed and practiced specific 
breathing exercises that may be employed with children in order to help them return to a 
sense of calm before or after a holding incident. 
The researcher led the group through a ten-minute relaxation exercise in which 
the adults practiced a series of progressive muscle relaxation in their major limbs, 
holding and releasing the breath, controlled breathing, and grounding in relation to the 
floor. The adults were seated with their eyes closed as they were instructed to tighten 
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and release major muscle groups using imager)'- They were asked to take special note 
of their feet in contact with the floor, establishing a sense of weight, connection, 
stability, and balance in order to experience a sense of groundedness. The adults were 
given several minutes of quiet time in their relaxed state. During this quiet time they 
were asked to imagine scenarios in which they could transfer a sense of relaxation and 
groundedness to a child in crisis. 
At the end of the session, the participants were asked to try one of then-
imagined techniques using breathing and grounding during the week. They were also 
asked to attempt conscious modulation of their touch in any holding incidents in order 
to share then* experience with the group during the next workshop, 
Workshop 3 (Week 8) 
The group met for one hour. There was one absence in this session. The 
missing participant was called out of the workshop after fifteen minutes to handle an 
emergency. The participants were offered a meal and drink by the researcher. 
Adults received Workshop Schedule No. 3 {see Appendix VII-G). The session 
began with a review of the material from the previous week. The group reviewed the 
stages of a therapeutic held and the movement therapy derived responses. The group 
reviewed the definitions of ube D/MT responses and discussed when they may be 
applied. Again the participants were asked to relate any experiences they had during 
the week in which they tried any of the approach techniques (clashing, joining, 
grounding, breathing, or modulation.) Three participants reported using the joining 
technique after a holding incident in order to calm the child. All three described it as 
being successful. There were two reports of using clashing, one successful, one not. 
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There were three reports of successful modulation, and one report using grounding and 
breathing. One participant reported using joining with a negative outcome. In this 
case, the child responded with increased aggression. The adult hypothesized that the 
child may have felt mocked. 
The researcher re-introduced the concept of grounding in order to identify 
specific interventions. The group worked together and devised the following list: 
1. Tell the child to place both feet on the ground. 
2. Gently press on the child's shoulders in order for them to feel weighted and in 
contact with the ground. This may also serve to contain and organize the child's 
body. 
3. Ask the child to jump up and down. 
4. Give the child permission to stomp in one place 
5. Make a game or contest out of standing up straight and still. 
The group discussed Stirling and McHugh's concept of "Resolution". The 
dance/movement therapy terms molding and shaping were introduced (Appendix VII-
C). The group was given physical examples of this behavior by the researcher. Several 
participants also experienced what it meant to mold to one another in the space. They 
experimented with accommodating one another's bodies in space, bo!h seated and 
standing. They also heard a brief talk on the current literature regarding molding and 
shaping, including the Dulicai (1977) study that examined this behavior in families in 
and not in treatment. A group discussion based on the following questions foilowed the 
talk. 
1. When have you seen molding or shaping behavior in daily life? 
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2. Does the innate molding and shaping necessary for therapeutic holding recreate 
early holding patterns? Hypothesize why or why not. 
3. How do you mold, shape, and accommodate a child's body without establishing 
direct physical contact? 
4. What are the dangers of using the molding and shaping technique while remaining 
in physical contact with the child? What kind of children might benefit? Who 
might not? 
5. When is it developmental^ appropriate to sooth a child using physical contact? 
6. What are the dangers involved in touching, restraining, or molding with children 
who have been sexually abused? How can one lessen the threat of retraumatization? 
The researcher introduced the next stage, defined by Stirling and McIJugh, 
"Exploration". The participants discussed the dance/movement therapy concept of 
empathic attunemeni and the mirroring intervention (Appendix V1I-C). 
The participants were asked to choose partners and assume child and adult roles 
within the dyad. They recreated the following situation: a homing incident has occurred 
and the dyad is in the exploration stage, die child is explaining to the adult the event that 
precipitated their losing control. The "adult" participant was asked to mirror the child's 
words in the conversation by using the same voice tone, rhythm, speed, and choice of 
words when appropriate. The adult attempted to assure the child that they were being 
heard and understood. A second exercise followed in which the adult added a physical 
component to their mirroring, reflecting both words and movement. The group then 
had a discussion about when this intervention may be appropriate. 
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A discussion of the data from the Child Interviews followed. The group was 
asked to tell their initial response to the children's answers. There was a discussion 
based on the following questions: 
1. The adults expressed feelings about the therapeutic hold for themselves in the 
initial adult data collection, but assumed that the children felt neutral toward 
them. Is this the case? What do the data imply? 
The group came to a mutual decision that they believed the children to be 
responding to the power struggle created in the therapeutic hold and not the 
individual adults actually administering the hold. The group recognized the 
children's anger as a generalized anger against authority. They reiterated a 
belief that the child feels neutral about the adult after the holding incident, thm; 
the hold does not affect the relationship. 
This belief differs greatly from the responses provided by the children who could 
recall certain adults holding them months prior. The children expressed clear feelings 
of anger when recollecting the event. 
Is there a way to insure the child's feelings ahout safety? 
The group devised the following suggestions: 
1. Tell the child verbally that you are not angry with him and that your 
intent is not to do harm. 
2. Tell the child physically that you are in control of yourself by breathing 
and staying calm and relaxed. 
3. Explain to children what a hold is and what it looks like upon admittance 
to the facility, before they are actually in a holding situation. Two of the 
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youth care workers offered lo conduct this type of demonstration for the 
children currently admitted and open a forum for children's questions. It 
was conducted that same afternoon. 
4. Training is the key. Keep training the staff and giving them workshops 
to practice their skills and techniques. 
2. The children expressed much anger during the interviews, is this due to the fact 
that they feel safe enough to do so? 
The adult participants responded that they empathized with the 
children's plight saying. "Who wants to be held? It's frustrating and it 
makes you mad whether you feel safe or not." 
Finally the participants discussed Winnicot's "holding environment" and the 
possibility of recreating holding patterns during a therapeutic hold. The group discussed 
reasons why children may be seeking to recreate this physical pattern. The group also 
addressed the difference between calming a child and controlling a child. The group 
did not identify or discuss similarities. 
Before adjourning the participants were asked to continue trying the new 
techniques in order to report the experience to the group. 
Workshop 4 (Week 9) 
The participants gathered for one hour. The researcher offered pizza and soda. 
All of the adult participants were present. 
Each participant received Workshop Schedule No. 4 (see Appendix VII-H). The 
workshop began with a review of the previous week's material. The participants 
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reviewed the results of the Child Questionnaire and discussed how a hold must feel to a 
child. The participants also looked at the results of the Dulicai (1977) study and 
discussed the positive effects of molding. Molding was discussed in relation to 
empathy and empathic attunement. The participants worked as a group in order to 
devise their own definition of empathy as it pertains to therapeutic holding. They came 
up with the following three statements: 
• Empathy is the ability to put yourself in the shoes of another person, 
• Empathy is the understanding of physical and emotional changes a person 
experiences in crisis. 
• Empathy is feeling another person's feelings. 
The group participated in the following exercise. A volunteer was asked to 
leave the room. Upon leaving several participants were asked to stand on their chairs 
and give the volunteer directions upon his return. The observers were asked to notice 
any physical or emotional changes in the people doing the directing and the volunteer. 
The volunteer was asked to return to the room. It was explained that he should follow 
the directions of the people on the chairs. The people standing gave the volunteer a 
series of directions, some of which he did not understand and did not like. After the 
directions were followed the standing participants and the volunteer took a minute to 
write down their feelings during the task. Each person shared what they observed and 
how they felt in the their role with the group. 
The two standing participants related that they felt powerful and in control of the 
situation. The volunteer expressed that he felt confused and very uncomfortable being 
so much lower in physical stature than the others. The group discussed how children 
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likely feel about their situation, particularly when staff is directing them. The group 
devised the following list of feelings they believe children may experience: scared, 
unsure, lonely, overwhelmed, angry, confused, sad, threatened, curious, alone, 
homesick, frustrated, disempowered, hopeless, abandoned, quiet, and shy. 
The group then introduced several ideas about how adult staff members can 
practice being more understanding of the children they restrain. They made the 
following suggestions: 
• Remember die first time that you were embarrassed in front of people you didn't 
know. 
• Talk to the children using the same words they do. 
• Try to utilize your third ear, i.e.-try to discern the underlying problem. 
• Remember that they are alone and separated from their parents. 
Ilie group was directed to the worksheet and discussed the risks involved for the 
holder. A conversation followed in which they were asked to come up with ways in 
which they can help each other in the future in order to prevent stress, injury, and 
burnout. The researcher raised discussion questions about how to assist other staff 
members who seem to have lost their temper or become upset during a holding 
situation. The group decided to come up with a verbal code that could be used by staff 
to indicate that they would step in to relieve a holder. This code was, "Mr. So and So, 
you have a phone call." The group identified the following suggestions: 
1. Be mere. Don't leave another staff member to deal with a hold alone or for too long 
without changing the staff members involved. 
2. Don't be afraid to vent to your peers. If you are upset, tell someone. Take a break. 
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3. Practice the relaxation techniques taught in the workshop. 
4. Use the code words. 
5. Give yourself permission to ask for help when you need it. 
At the end of the session, the participants were thanked for their participation. 
Before leaving, each participant was asked to answer the question, "Have I learned 
anything new here?" anonymously. Their answers are recorded in the Results chapter 
under Participant Feedback. 
Instrumentation and Procedures 
Several instruments were used in the course of this study. 
Child Interviews 
The researcher constructed the Child Interviews for the purposes of this study 
(see Appendix 11). The Child lnierviews were comprised of six questions, also 
administered by the researcher. The questions were designed to inform the Workshop 
by giving the adults an opportunity to learn child reported feelings in relationship to 
themselves and the holders, document reports of the children's experiences, and offer 
children a forum for suggestions concerning therapeutic holds. 
Adult Interviews 
The researcher constructed the Adult Interviews for the purposes of this study 
(see Appendix IV). They were designed to elicit data concerning the number of holds 
adults normally administer, adult perceptions of the child's experience, their own 
experience, perceptions about the effects of holds on the adult/child relationship, and to 
elicit concerns to be discussed in the workshop. 
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Interpersonal Reactivity Index (IRI) 
The Interpersonal Reactivity Index (IRI) is a self-report questionnaire used to 
measure empathy (Davis, 1983.) The IRI has 28 items and was administered to adult 
participants both pre and post the DM/T Workshop (see Appendix VI). The IRI 
measures four constructs of responsivity: perspective talcing (the ability to adopt the 
psychological view of others), tendency to transpose one's self to other's situation via 
fantasy, empathic concern, and personal distress (feelings of personal anxiety and 
unease in tense interpersonal situations). The IRI was modified slightly in order to 
pertain more specifically to adult/child relationships. Specifically, in nine of the 28 
questions, the word "person" was changed to "child". 
Adult Questionnaires 
The researcher designed the Adult Questionnaire for the purposes of this study 
(see Appendix V). It was developed in order to track changes in adult attitudes about 
various aspects of therapeutic holding before and after D/MT Workshop training. 
Specifically, these aspects included the adults understanding of children's body 
language, appropriateness of the intervention, adult feelings during the hold, 
understanding of children's feeling during a hold, the extent of communication 
following a hold, and confidence in D/MT to augment their current training. There was 
a flaw in the final version of the questionnaire that was not observed until the study was 
completed. The subjective words (sometimes and often) used in the Likert scale were 
positioned in a way that might be confusing to the person completing the questionnaire. 
Child Questionnaires 
The researcher developed this questionnaire for this study in order to identify the 
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affective experience of therapeutic holds for children (see Appendix III). Additionally, 
the purpose of this exercise was to give the children an opportunity to express their 
feelings confidentially and outside of an actual therapeutic hold. It was hypothesized 
that including information directly from the children in the workshop would promote 
empathy for and greater understanding of the child's experience. 
Data Collection and Analysis 
Qualitative data analysis was conducted with information gathered from 
interviews with adult and child participants before and after the D/MT workshops. The 
procedures for qualitative analyses were as follows: 
Child Interviews 
The children's exact responses were recorded and then qualitatively analyzed 
using a four-step process. 
Step 1-AJ1 of the children's answers were grouped together under the 
corresponding questions and reviewed by the researcher in order to discern similar or 
evolving themes. In this stage each answer was evaluated separately. Three themes 
were identified. Common themes to emerge concerned fear of injury, concern for 
personal safety, and anger towards the holder-
Step 2- The children's answers were then organized in a cluster in varying order 
and examined in composite one week later. Three themes were chosen again and 
compared to the original themes. 
Step 3- The questions were then removed from the text and the answers 
reviewed as an aggregate paragraph one-week later. Themes were identified and 
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compared against themes found in steps one and two. 
Step 4- A data audit was performed by outside monitors. The first individual 
examined the data and agreed or disagreed with the emerging themes. There was little 
disagreement between the researcher and monitor when discerning the emerging 
themes. The researcher and this individual then reviewed their analysis together and 
came to mutually acceptable conclusions about the emerging themes, A second monitor 
then examined these themes and the process was repeated, again with a relatively high 
level of agreement between the researcher and the monitor. The monitors included a 
molecular biologist and a dance/movement therapist. These individuals were chosen 
due to their varying backgrounds and familiarity with research methods. 
Adult Interviews 
The Adult Interviews were analyzed using the same qualitative method as the 
Child Interviews outlined above. Pre and post workshop interviews and emerging 
themes can be found in Appendix EX. 
Procedures for quantitative analysis were as follows: 
Interpersonal Reactivity Index (Davis, 1980) 
Each question on the IRI was coded, with the highest number representing the 
most empathic answer for both pre and post administration. These numbers were then 
entered into an SPSS (Version 10.0) database and analyzed using paired T tests for the 
final scores and four subscales. 
Adult Questionnaires 
The results of this questionnaire were coded with higher numbers for the 
more desirable answer. The questionnaire erroneously placed Sometimes before Often 
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on the Likert scale, thus confounding the ensuing data. To correct for this error, 
Sometimes and Often were recoded as a single middle score. These scores were entered 
into an SPSS database and analyzed using paired T tests. Participant #8 was eliminated 
from this test due to only witnessing holds and not performing them. 
Child Questionnaires 
In order to describe the affective experience of therapeutic holds for children, 
each child participant was given the Child Questionnaire (see Appendix III). Children 
were instructed to circle the face that showed how they felt. The results of the Child 
Questionnaires were graphed and utilized during the Workshop to inform discussion on 
the child's experience of therapeutic holding. 
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RESULTS 
This chapter contains the results from the Child Interviews and Questionnaires, 
Adult Interviews, and statistical findings for the Adult Questionnaire and IRI. Data from 
the Child Interviews and the emerging themes may be found in Appendix X. Pre and 
post workshop data from the Adult Interviews can be found in Appendix XI. 
Individual adult reported feedback on the workshop series is found in Appendix XII. 
Child Interviews 
According to the participant feedback, qualitative interviews, and comments 
during the workshop, the Child Interviews were one of the most informative tools for 
the adults in the workshop. The child responses and emerging themes can be found in 
Appendix X. Adult participants were each presented with a copy of the children's 
responses to better understand the child's perspective during a therapeutic hold. 
Emerging themes were not indicated in their copy. The adult participants expressed 
surprise and interest in the children's answers. 
All of the children interviewed reported that they knew what a therapeutic hold 
was. This reflects the culture at Terry Center and implies that they are common, or al 
least well known. When asked what it feels like to be restrained, children responded 
most often with opposition to the researcher with no clear answer, such as "don't care, 
don't know" and that holds are "bad". The word "bad" was used in reference to 
themselves, the holds, and the way the holds feel. Two children reported that holds are 
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used to keep them safe. Adults at Terry Center also use this language to explain 
therapeutic holds to the children. It is possible that the language used in this response 
was "parroted" or perceived by the children as the "right answer1 to the question. 
When questioned about their understanding of why they had been held, seven 
children responded that the hold was a consequence of their own dangerous behavior, 
four expressed no understanding, and one offered no clear answer by refusing to answer 
the questions. 
Ten children reported that they were angry at or hated the adult who held them. 
One reported feeling sad and one other was unsure. However, each child referred to the 
adult in the past tense, implying that they were angry during Use event. When asked hov; 
they felt, the most common themes to emerge were anger and a fear of injury. 
The final interview question asked the children to offer advice to the staff. Seven 
of these responses expressed anger or defiance, offering no suggestion. Three 
expressed a further fear of injury, suggesting a need for education and training for both 
staff and children. Two children asked the adults to protect them, indicating the 
possibility that the children were afraid of their own actions and dependent on the hold 
to feel safe. One child asked the staff to allow the children to restrain them so that they 
would know how it feels. This response may be interpreted as a request for empathy or 
at least perspective taking. 
In general, the Child Interviews expressed anger and a concern or fear for 
personal safety. The most commonly used word was "bad", which was used to 
describe both themselves and the experience of the hold. 
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Child Questionnaires 
The resuhs of Child Questionnaire indieate that therapeutic restraints most 
often cause feelings of anger. Children generally rate their experiences of holds as bad 
or awful. The children indicale that spending time with the adult after the hold is also a 
negative experience. However, the questionnaire also indicates thai most of the 
children interviewed did not believe thai the adult doing the hold had any personal 
animosity towards them. Seven children responded that the adults like them, three 
reported thai the adults don't care, and two reported that the adults hate them. This 
finding corresponds to the iiduli reaction to the same question, regarding the effect of 
holds on the therapeutic relationship. Most adults reported that they believed that 
relationships are unaffected. However, ihe adults did not perceive the level of anger 
expressed by the children about ihe holding experience overall. The results of the Child 
Questionnaire are graphed as follows: 
1. The last time I was in a hold, 1 felt: Happy = 1, Bored =1, Sad = ], Mad = 9. 
Figure 1. Child Response Graph 1 
• Child 
Responses 
Happy Bored Sad Mad 
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2. ] think that holds are: Good =1. OK = 3, Bad = 4, Awful - 4. 
Figure 2. Child Response Graph 2 
Good OK Bad Awful 
I Child 
Responses 
Talk to Me = 5tSit with Me = 0, Go Away = 1. 
Figure 3. Child Response Graph 3 
I Child 
Responses 
Talk SK Go 
to Me with Away 
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4. I think that the adult who held me: Likes me = 7, Doesn't Care = 3. Hates Me= 2 
Figure 4. Child Response Graph 4 
I Child 
Responses 
Likes No Hates 
Me Care Me 
Adult Interviews (Pre and Post Movement Workshop) 
All adult participants reported familiarity with therapeutic holds. Oniv one 
participant had not administered holds, due to her job description. However, this 
participant reported witnessing many and was trained in the procedure. 
Adult participants estimated the number of holds they had admJni stored in the 
past five weeks in the pre workshop interview. The results were a mean of 12.65 holds 
with a standard deviation of 9.32. See figure 5. 
Figure 5. Pre Workshop Holds 
Pre Workshop Holds 
i 
i 
"6 
00 1.00 
NumtKsr of Holds 
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From pre to post workshop, participants reported that this number declined, executing a 
mean of 7.5 holds with a standard deviation of 5.05. See Figure 6. 
Figure 6. Post Workshop Holds 
Post Workshop Holds 
M LLLJ 
.DO ?SB -i.su an: am t.no " c c is.oo 
Number of Holds 
When analyzed using a paired 1- test, these results were found to be significant 
((t) ~ 2.555 and p<.03l.) If these estimates are close to the actual number of holds 
executed, then the number holds declined from pre to post workshop. However, this 
data is not validated by further sources and is confounded by the reported perception 
that most adults administered more holds than usual. 
When asked to consider their own feelings during a therapeutic hold before the 
workshop, two themes emerged concerning feelings of frustration and a preoccupation 
with safety issues that skirted any disclosure of feelings. A third theme emerged as a 
sense of "hopefulness" that their actions were therapeutic and "wishing" thai there were 
alternatives to the hold. 
The post workshop responses to the same question indicated tiie same number of 
adults concerned with safety issues. However, two new responses emerged including 
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empathic statements about the children and three new expressions of feelings including 
sadness and discomfort. 
Before the workshop, adults were asked lo consider their feelings about the 
children during a therapeutic hold. Half of adults answered the question in relation to 
themselves, reiterating their own feelings or providing justification for die intervention. 
Two adults stated that they had no feelings. Three adults speculated whai the children 
may be experiencing. Statements that considered the feelings of others were coded as 
empathic statements. 
After the workshop, only one adult participant responded to the question in 
relation to her own feelings, two continued Jo report no feelings1 and six adults made an 
empathic statement. Thus, the adult focus appears to have shifted from themselves to 
the consideration of the children and the number of empathic responses increased. This 
shift is further supported by the rise in score on the "perspective taking" subacute of the 
JRL 
When asked how their relationships with children at the Terry Center were 
affected by the use of therapeutic holding prior to the D.fvlT workshop, half of the 
adults reported that there was no effect. Three adults indicated the possibility of 
positive effect and two felt that the effect was negative. Post workshop responses show 
an increased confidence in the possibility of positive effect. Half of the adults indicated 
that therapeutic holding may have some positive effects, two continued to indicate 
negative, two reported no effect, and one was uncertain. 
Before the workshop, eight of the ten participants expressed no concern in 
respect to their interactions with children before and after a therapeutic hold. The two 
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concerns that were expressed involved helping children understand the procedure and 
coping with persona] emotional stress. There was some concern expressed that other 
staff members were not performing the procedure well, and that they were in need of 
further training. This sentiment was echoed verbally in the workshop. This concern 
was reiterated in the post workshop interview where many participants recommended 
the workshop and further training for other staff members at Terry Center. 
Adult Questionnaires 
Higher scores on post workshop questionnaires would indicate greater self 
reported knowledge of children's body language, empathic response, and 
appropriateness of intervention and affect. The Adult Questionnaire showed no 
significant change between before and after workshop scores, with a mean difference of 
.44((f)=.766andjp>.466.) 
The topics indicating the most decrease in score were the adult's ability to tell 
when a child is out of control by their body language and aduit experienced anger 
during a holding situation 
Question 10, asked the participants to rale their confidence m the effectiveness 
of learning D/MT techniques to assist them before and after a therapeutic hold and was 
not included in the statistical analyses. The pre workshop scores indicate a 40% 
confidence score; the post workshop scores indicate a 90% confidence score. The 
results are graphed as follows, showing each participant's pre and post workshop score. 
Subject 8 was eliminated from die questionnaire, as she had not physically held a child. 
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Adult Questionnaire Results 
Paired Samples Test 
Paired Differences 
t 
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f 
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(2-tailed) Mean 
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Figure 7. Adult Questionnaire Total Score Results 
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Interpersonal Reactivity Index 
The results of the IRJ showed no significant change in overalJ level of empathy 
expressed by the adult participants after the workshop with a mean change score of 2.6 
((t)= -.914 and;? >.385). However, the subscale "Perspective Taking", which reflects 
the ability to consider the point of view of others, did show a significant increase in 
scores from pre to post workshop tests with a mean change score of 5 ((t)= -3 and p 
>.03). The results of the IR1 and the individual subscales are graphed as folknvs: 
IRJ Results 
Paired Samples Test 
Paired Differences 
t 
1 
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Std. 
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Std. 
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(2-tailed) Lower Upper 
Pair SUMIRI -
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•
; 
6.906 2.345 -9.0356 3.8356 -.914 9 .385 
Figure 8. IRJ Results 
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Perspective Taking Subscale Results 
Paired Sampias Tost 
Paired Differences 
t rlf 
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Figure 9- Perspective Taking Subscaic Results 
rspecfive 
csst Perspective 
Participant Number 
74 
Empathy Subscale Results 
Paired Samples Test 
Paired Differences 
t df 
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Figure 10. Empathy Subscale Results 
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Personal Distress Subscale Results 
Paired Samples Test 
Paired Differences 
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Figure 11. Personal Distress Subscale Results 
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Fantasy Subscaie Results 
Paired Samples Test 
Paired Differences 
t df 
Stg. 
(2-tait 
ed) Mean 
Std. 
Devia 
tion 
Std, 
Error 
Mean 
95% 
Confidence 
Interval of trie 
Difference 
Lower Upper 
Pair FANTASY -
1 PFANTASY 1.1D0 5.131 1.622 -2.570 4.7702 
i 
.678 9 .515 
Figure 12. Fantasy Subscaie Results 
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In general, both qualitative and quantitative data indicate an increase in adult 
awareness, sensitivity, and positive statements about their own experience and the 
nature of therapeutic holding in generally. Specifically, the adult perspective taking 
capacity increased significantly. The ability to consider another's experience is 
necessary for empathic attunement. Adult data indicate substantia! interest and 
confidence in the D/MT workshops as a tool for training. Adults reported less anxiety 
when addressing the topic of restraints, less inhibition expressing their feelings about 
therapeutic holds, and felt more positive about holds in general after the D/MT 
workshop. 
The data from the children's interviews convey feelings of anger and fear for 
their personal safety while being held. According to these reports, this anger is 
projected on the adult through the duration of the hold but does not h?.ve residual effects 
on the relationship between child and adult. The children communicated an overall 
sense of ambiguity, expressing a need for holds to keep them safe and a simultaneous 
fear that the hold will injure or damage them in some way. 
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DISCUSSION 
Pre Workshop Observations 
During the initial interview process, child participants appeared agitated or 
anxious when the subject of restraint was introduced. For example, the researcher 
observed an increase in energy discharge behaviors such as fidgeting, rumbling with 
hands, and foot tapping. Several participants attempted to divert the interview by 
asking questions about their snack and daily schedule, or attempting to initiate games. 
Most children appeared suspicious of the researcher's intent even after the study had 
been explained. Several children were unable to maintain eye contact with the 
researcher during the interview. 
All of the child participants seemed preoccupied with concern over who would 
read their answers. Several expressed the hope that they would eliminate therapeutic 
holding at the Terry Center by answering the questions. It was explained to them that 
the poJicy would not change, but that the adults would get a chance to hear about how 
children about holds. 
The Adult Participant response to participation in a research study appeared 
positive. The participants were curious about D/MT techniques and expressed concerns 
about therapeutic holding (most often stating that their colleagues were not 
implementing them correctly and needed further training.) Those who agreed to 
participate appeared concerned and interested in the subject matter. One could argue 
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that the participants had an intrinsic interest, concern, or investment in therapeutic 
holding before the workshop due to facility guidelines and previous training. Although 
the participants appeared willing to attend the workshop, many indicated that they 
personally did not need any further information about therapeutic holds and that they 
were attending in order to promote the use of sound techniques amongst their 
coworkers. The extensive level of training the adult participants already possessed, prior 
to the workshop, may explain the lack of change from pre to post workshop scores on 
the IRJ and Adult Questionnaire. 
The adults expressed some anxiety about participating in the workshop due to 
the emphasis on dance/movement therapy. Several adult paiticipants expressed the fear 
that they would be asked to dance during the workshop. 
Prior to the workshop, two events occurred at the Terry Center that may have 
effected the study. Three weeks prior to the study a staff meeting was called to discuss 
a particular holding incident and a review of holding procedures at the Terry Center. 
Several adult participants reported to the researcher that this meeting was emotionally 
charged and that several adults left the meeting before it ended. These adults reportedly 
felt attacked and defensive about their actions. 
Two weeks prior to the inception of the study, the Terry Center was reviewed 
for re-accredation by JCAHO. All of the adult staff were briefed on this review and 
therapeutic holding was considered a pertinent and important item for review. JCAHO 
staff reviewed previously documented holds. During these reviews, staff members 
were required to validate the procedure, their decisions, and the documentation 
surrounding the event. This atmosphere may have contributed to a defensive attitude 
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about therapeutic holding. It is probable that this licensure review facilitated fear of 
judgement and even job security, causing participants to feel defensive and 
apprehensive about the interviews, questionnaires, or workshops. 
The researcher observed an initial hesitation to participate in the first workshop, 
especially when the adults were asked to evaluate their own feelings and performance. 
Active interest and verbal participation increased from Workshopl to Workshop 4. The 
participants adapted quickly to learning via experience and seemed to enjoy the 
collaborative and open format of the sessions. It is possible that the original hesitancy 
and guarded attitudes of the participants may have been due to a residual feeling of 
judgment due to the recent JCAHO review and the heated staff meeting. These 
incidences may have effected early stages of the study. 
Child Interviews and Questionnaires 
When conducting interviews with children, the researcher observed an 
oppositional demeanor and defensive quality in vocal tone and nonverbal 
communication. The results of the Quid's Interview and Questionnaire indicate that 
the children generally experience feelings of anger and fear for their personal safety 
during a hold. Winnicot (1958) identified this type of anger as a process of returning 
from pathological introversion to a state in which bad feelings are projected onto the 
outside world. From this perspective, the children's reports of anger may be seen as a 
sign of progress from inner conflict to outer expression (Winnicot, 1958). By the 
children's reports, their anger is directed at the adult holding them. Stirling and 
McHugh (1998) note this behavior in the "rejection" stage of the hold during which the 
child turns his/her aggression from their initial immediate target to the adult in charge of 
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containing them. Overall, the children al Terry Center reported the perception that the 
adults who hold them do not reciprocate this anger. Barlow (1989) asserts that 
continuous education for staff members will minimize the risk of this type of 
counteraggression. 
The children reported an understanding that holds are implemented to keep them 
safe from their own dangerous behavior. These reports coincide with Stirling & 
McHugh's (1998) assumption that therapeutic holding allows for the expression of 
anger, frustration, and turmoil in a safe environment. Paradoxically, the children's data 
also indicated that, in addition to this understanding, children are simultaneously 
concerned about fear of injury while in the hold. This ambivalence complicates the 
child's experience and may add to their sense of confusion and anger during the 
procedure. The children's reports appear to contradict Garrison's (1984) and 
Parmelee's (1983) assertions that therapeutic holding is both physically dangerous and 
emotionally traumatic regardless of purpose, frequency, or length of hold time. 
Several adults reported that they were surprised by the angry tone of the 
children's responses. Most adults reported that to them, children seem unaffected soon 
after a therapeutic hold, prior to reading the results of the Child Interviews. The 
children's reports indicated strong feelings, even when several months had passed since 
a child's last holding incident. 
Adult Questionnaires 
The results of the Adult Questionnaires were confounded by an eiror in the 
design of the questionnaire. The word Sometimes was placed before Often on the 
Likert scale, thus possibly confusing the respondent as to which word was indicated 
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greater frequency. In order to correct for this, the responses were recoded with 
Sometimes and Often representing a single middle score. The results of these collapsed 
scores show little change from pre to post test. 
The question indicating the greatest decrease in scores from pre to post 
workshop was based on adult experienced anger during a holding situation. Adults 
reported experiencing almost no anger. After the workshop, adults reported 
experiencing more anger in holding situations. This result may indicate greater 
awareness or sensitivity to their own feelings, or an increased willingness to report what 
may be construed as the "wrong answer", A willingness to disclose information about 
feelings was also indicated in the post workshop Adult Interviews. However, Parmelee 
(1983) and Murray & Sefchik (1992) assert that the risk for staff counteraggression 
outweigh the therapeutic benefits of holding. Increased reports of adult experienced 
anger also suggests that the workshop may be improved by specifically addressing 
anger management. 
The second score to decrease from pre to post test was, "I can teii by a child's 
body language when they are ready to calm down". The basis of this result is unclear. 
This change may indicate heightened adult interest in the muscular changes in 
themselves and the children, reflecting awareness that there is more to learn in this area. 
This conclusion is supported by verbal responses of the participants during the course of 
the study. On several occasions, participants approached the researcher to note that 
they used modulating techniques with their own strength and were better able to 
determine when to use more or less force. This implies that there was an increase in 
ability to recognize when a child is calming and when he/she is becoming more excited 
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via kinesthetic means. It may be that the connection between modulation and body 
language was not made clear by the researcher in the workshop. 
Adult Interviews 
The adults reported administering fewer holds during and after the workshop. 
These data were not validated by an outside source; it is unclear if the participants 
avoided more holds than usual by utilizing the de-escalation techniques taught in the 
workshop. In a previous study, Miller, ctal. (1989) found that well trained staff execute 
more productive holds, less often. Thus, the question of duration and numbers of holds 
with and without D/MT training merits consideration and may be a viable topic for 
further research. 
Bath (1994) noted that many childcare workers are reluctant to exert physical 
force when containing a child and that this reluctance may lead to frustration and 
anxiety. This anxiety was clearly expressed in the pre workshop interviews. It appears 
that this anxiety was somewhat relieved from pre to post workshop training due to the 
increase in empathic statements, use of feeling words, and greater confidence in 
possible positive outcomes reported by the adult participants. These responses may 
indicate that the adults were more aware of tlieir feeling states or at least more 
comfortable reporting them. Post workshop results of the Adult Interviews indicate less 
adult-reported anger, frustration, and negative thoughts about therapeutic holding. 
According to Bath (1994), the stress reaction of the holder is the most important factor 
in implementing a good hold. 
Sourander (1996) and Bath (1994) state that staff members need ongoing training in the 
therapeutic holding technique to support staff comfort with the procedure. However, 
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post workshop responses reflected a continuing concern about the overall safety of the 
procedure. Because this study did not focus on the hold itself but emphasized 
interactional behavior before and after, it is understandable that tins complaint would 
remain prominent. Both children and adults reiterated safety concerns in numerous 
instruments throughout the study. Stirling & McHugh (1998) assert that physical 
restraint can be utilized to create new and positive holding patterns and establish a 
dynamic based on safety, intimacy, and self-disclosure. According to adult and child 
reports, this atmosphere of safety is ambiguous at best. Both children and adults appear 
to be clear about the intentions of a therapeutic hold, but doubt that the actual 
ramifications are therapeutic. 
Interpersonal Reactivity Index (TRI) 
The results of the IRI showed no significant change in overall adult empathy. 
The lack of change may be indicative of the participants' extensive prior training. The 
significant rise in scores on the Perspective Taking subscale may also be connected to 
prior training. All of the adults in this study had been trained using materials and 
techniques designed by the Crisis Prevention Institute (CPI). CPI (3987) training 
focuses on some physical aspects of approach, verbal de-escalation techniques, and the 
execution of the hold itself. In contrast, the D/MT training workshops focused 
primarily on understanding the child's experience and modeling de-escalation 
techniques based on the child's needs and physical cues. In other words, one of the 
major differences between the two training techniques was the focus on experiencing 
the child's perspective. 
S5 
Post Workshop Ramifications 
Participant feedback from the workshop indicates that the adult participants 
gained sensitivity and awareness about their own feelings and those of the children, 
learned new techniques, and benefited from experiencing interactions from the child's 
perspective. There was a notable positive response concerning the value of hearing 
directly from the children. This feedback also indicates that the training may be 
beneficial to other staff members outside of the workshop. 
As a result of the positive feedback and a desire for more training at the Terry-
Center, the Director of the facility chose to adopt the D/MT Workshop as protocol for 
all staff trained in therapeutic holding. The researcher was asked to develop a program 
based on this study to further inform training at the Terry Center. The researcher will 
train other staff members (adult participants in the workshop) to present this workshop 
in conjunction with other training procedures. All of the schedules and handouts used 
in this model will be utilized in the training. 
Limitations 
This study is limited by several factors. The threats to validity are delineated as 
follows: 
• All data relies on self-report. Currently, therapeutic holding is a 
controversial topic in the mental health community with serious ethical 
considerations. It is possible that negative holding events experienced 
by the adult staff participants were not reported to the researcher out of 
fear for job security and judgment. Participants may have felt that there 
was a "correct" answer when filling out the questionnaires and 
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interviews. 
• There is also a threat to external validity based on the influence of the 
researcher in respect to teaching dance/movement therapy techniques. 
Although the emerging class outline wras recorded in detail, a different 
teacher may approach the techniques with a different style. Thus, it will 
be difficult to duplicate the training exactly. However, the issues that 
emerge and the resulting classroom experiences are ultimately replicable. 
• Adult participation was self-selected and the sample size was small, li is 
possible that these adults possessed an intrinsic concern for the issues 
mat surround therapeutic holding and were conscientious of empathic 
methods before the study. The adult participants may not represent a 
typical cross-section of workers in an average residential treatment 
facility. 
• This study was also limited by a time constraint. Due to the nature of 
this project as a thesis, the researcher was unable to take the time to 
clarify testing answers. Several questions were misunderstood or 
answers unclear. These incidents affected the data, due to the small 
sample size. 
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• Researcher bias offers another limitation to the internal validity of this 
project. The researcher knew all of the child and adult participants prior 
to the study; thus her interpretations of the data may have been 
influenced by relationships with participants, knowledge of clinical 
history, or expectation. Additionally, the researcher collected and 
analyzed all of the data. 
• The researcher developed all of the interviews and questionnaires used in 
this study. They have not been validated or tested outside of this study. 
Specifically, the Adult Questionnaire contained an error. The 
Sometimes response option was erroneously placed before Often on the 
Likert scale. This may have caused confusion. Due to this error, scores 
for Sometimes and Often were collapsed and recoded as a middle score. 
This rendered the instrument less sensitive than when originally 
conceived. The collapsed scores produced markedly different results 
than when coded separately. Separately coded responses can be found in 
Appendix XI; they reflect a greater positive change but cannot be 
validated due to the error. Collapsed scores reflect little change. 
In order to reduce thieats, the study would have to be conducted on a much 
larger scale and require multiple researchers. A validation study for the measuring 
instruments is also recommended. Threats to internal validity could be reduced by 
increased sample size, mandatory participation of adult participants, and increased 
length of study. Creating and isolating a control group by multiple facility participation 
would further strengthen the results. Videotape documentation and multiple researcher 
observation could help in eliminating self-report biases. 
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SUMMARY AND CONCLUSIONS 
It was hypothesized that four. 1 -hour D/MT training sessions for adult staff 
members at the Terry Children's Psychiatric Center (TCPC) would increase the overall 
value of therapeutic holding as measured by adult attitudes toward holding and level of 
empathy. 
Adults and children participated voluntarily in the twelve-week study. Child 
participants provided information about their experience of therapeutic holding in order 
to inform the D/MT training workshop while providing children with a forum in which 
to document their experiences. Adults participated in the four-week workshop series, 
which was focused on D/MT techniques that could be utilized in different stages of the 
child's experience. Data was compiled using several qualitative and quantitative 
instruments. 
The workshop appears to have increased the adult participants' perspective 
taking abilities, although empathy in general was not significantly changed. This 
conclusion is supported by qualitative responses from the adults indicating that hearing 
the children's experience from their perspective was particularly informative. 
Perspective taking is the ability to see the restraint experience from the child's 
perspective and is necessary for empathic atti'nement. Empathic attunement is utilized 
as a technique by dance/movement therapists in order to promote trust, help clients feel 
understood, and alleviate feelings of defensiveness and anger. Attunement in general is 
asserted by the psychodynamic and attachment theorists as necessary to promote 
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healthy development in children, specifically children with a history of aggressive 
outhursts. 
Data also suggests a further increase in adult awareness, sensitivity, and 
confidence in possible positive ramifications of D/MT techniques utilized in 
conjunction with therapeutic holding. Adults reported less anxiety when addressing the 
topic of restraints, less inhibition expressing their feelings about therapeutic holds, 
expressed a greater understanding of the child's experience, and felt more positive 
about holds in general after participating in the workshop. 
The threats inherent in therapeutic holding, coupled with appalling reports of 
child injury and accidental death have prompted many to recommend further study of 
the technique (Bath, 1992; HCFA, 2001; Murray & Sefchik, 1992; Parmelee. 1983; 
Sourander, 1996; Walsh, 1995). This call Tor research requires the mental health 
conununity to continue studying and improving methods for handling aggressive, out of 
control behavior in children. Adults in the D/MT training workshop reported that the 
methods they had learned were sometimes useful in this capacity. 
Integrating dance/movement therapy training with therapeutic holding decreased 
the threat of trauma to adult participants by decreasing anxiety while increasing 
awareness and comfort. D/MT training provided the adults with the opportunity to 
practice and learn new techniques for promoting positive dyadic interactions. These 
adults reported that the training was also helpful in promoting positive staff interaction 
and team building. 
It is unclear how this training effected the children or how it may manifest in the 
long term. However, any increase in the effectiveness of therapeutic holding lessens the 
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necessity for mechanical and medicinal restraints, which have been shown to have 
questionable therapeutic benefit. Due to the dangers inherent in therapeutic holding, 
any increase fotuid in the therapeutic effect is important and merits further research. 
Further research into the integration of D/MT techniques with safe holding procedures 
may prove helpful in the challenge of making restraints safer for both children and 
adults. 
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Appendix 1 
Statement of Construct 
For the purposes of this study, therapeutic holding is defined as one or more 
staff members holding or containing a patient in a supportive posture to prevent him/her 
from harming themselves or others. Mechanical restraints including straight jackets, 
shackles, straps, medications, etc. are delineated from physical restraints by way of 
human intervention and will not be considered therapeutic restraints in this study. 
Positive dyadic interaction after a holding incident will be defined by verbal 
communication between the participants immediately after the adults have released a 
child from a therapeutic hold through reports of positive transference such as feelings of 
trust, empathy, or understanding. In contrast, non-lherapeutic dyadic interaction will be 
defined as reports of increased anxiety, avoidance, distrust, fear, and anger from 
participants. 
Dance/movement therapy terms used in training sessions are defined as follows: 
Affect- the outward bodily and verbal expression of inner experiences/ the physical 
expression of an internal state. 
Body awareness- the extent to one is aware of his/her own bodily actions specific to 
shape, energy, force, and proximity to others. 
Clashing- a movement or verbal pattern chosen to block, stop, or change the movement 
or verbal behavior of another. For example, choosing to speak softly and firmly with 
both feet firmly on the ground to a person who is actively agitated or out of control in 
order to contrast his/her behavior and encourage a calm and focused attitude. 
Empathic attunemeni- the ability to understand, embody, and reflect the verbal and 
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nonverbal behaviors of others. Empathic attunernenl implies a sense of empathy and 
understanding of the emotional and physical experience of others. One may employ the 
techniques of molding, shaping, mirroring, joining, or clashing in order to experience, 
convey, and manage the behavior of others. 
Groundedness- the process of being centered; aligning the body in such a way that 
allows a free flow of energy, focus, and balance. Groundedness implies a sense of body 
stability and conscious control. 
Joining- a movement or verbal pattern chosen to encourage and support trie behavior of 
another. For example, choosing to raise one's voice and jump with excitement with 
another after they have just heard good news. Joining implies a bodily-feh empathy. 
Mirroring -actions chosen to reflect another's body dynamics and verbalizations. 
When mirroring, one may duplicate the body shape, dynamics, energy, vocalizations, 
and spatial orientation of another person. Mirroring reflects a person's actions in order 
to convey an understanding of their experience. Mirroring may also be employed to 
exemplify behavior for someone who is unaware of his or her actions. 
Modulation- the holder's ability to regulate the amount of physical force used to 
effectively restrain a child. Modulation may also refer to the adult's ability to manage 
and de-escalate a child's dangerous behavior. 
Molding/shaping- the holder's ability to provide an effective physical container or 
shape in relation to the child's body. Molding is a bodily action meant to accommodate 
the child's actions. 
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Appendix II 
Interview Questions for Children 
] . Do you know what a therapeutic hold or a physical restraint is? 
2. If you were going to tell your friend what it feels like to be restrained, what 
would you say? 
3. Remember the last time you were in a hold. Did you understand why the adult 
was holding you? 
4. When you were in that hold, how did it make you feel about the adult? 
5. When you were in the hold, how did you feel about yourself? 
6. If you could tell the adults at the Terry Center anything you wanted to about 
being in a hold, what would you say? 
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Appendix III 
Child Questionnaire 
Circle the way you feel. 
1. The last time I was in a hold, I felt 
Happy Bored Sad 
2. I think that holds are 
Good OK Bad 
3. After I've been in a hold, I want the adult who held me to 
O O 
Talk to Me Sit with me Go Away 
4. I tbink the adult who held me 
ooo 
Likes me Doesn't Care Hates Me 
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Appendix IV 
Adult Interview 
1. Have you ever physically restrained a child at the Terry Center? 
2. How many times? (Estimate) 
3. How do you feel when restraining a child? 
4. How do you fee] about the child (in general) during restraint? 
5. How do you think that therapeutic holding affects your relationship with the 
child? 
6. Do you have any specific concerns about how to interact with children before or 
after having administered a physical restraint? 
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Appendix V 
Adult Questionnaire 
Circle the response that best describes your experience during holds that you have 
executed at the Terry Center. 
1. I can tell by a child's body language when they are out of control. 
Always Sometimes Often Never 
2. I can tell by a child's body language when they are calming down. 
Always Sometimes Often Never 
3. 1 can tell when a child is ready to be released from a hold. 
Always Sometimes Often Never 
4. I always know when it is appropriate to execute a hold. 
Always Somelimes Often Never 
5. Children 1 have restrained understand why 1 am holding them. 
Always Sometimes Often Never 
6. When 1 restrain a child I feel angry. 
Always Sometimes Often Never 
7. After I restrain a child, I spend time talking with them. 
Always Sometimes Often Never 
8. Communicating with children after a therapeutic hold is necessary. 
Always Sometimes Often Never 
9. I can empathize with the child I am holding. 
Always Sometimes Often Never 
10. I think that learning Dance/Movement Therapy techniques may help me interact 
with a child before and after a hold. 
Yes No Maybe 
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Appendix VI 
Interpersonal Reactivity Index (IRI) 
Think about how these statements reflect your experience at the Terry Center. 
When applicable, reflect on how the statement reflects you experience when you are 
witness to or a physical part of a restraint procedure. Please circle the hash mark that is 
closest to describing you. You must circie a mark, do not circle the space In between. 
1. I daydream and fantasize, with some regularity, about things that 
might happen to me. 
Does not describe me at all. Describes me very well. 
2. 1 often have tender, concerned feelings for people less fortunate than 
me. 
-J 1 1 J 1 
Does not describe me at all. Describes me very well, 
3. I sometimes find it difficult to see things from a child's perspective. 
i I U 1 i 
Does not describe me at all. Describes me very well. 
4. Sometimes 1 don't feel very sorry for children when they are having 
problems. 
J I 1 1 1 
Does not describe me at all. - Describes me very well. 
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5. 1 really get involved with the feelings of the characters in anovel. 
Does not describe me at all. Describes me very well. 
6. In crisis situations I feel apprehensive and ill at ease. 
J I L 
Does not describe me at all. Describes me very well. 
7. I am usually objective when I watch a movie or play, and I don't often 
get completely caught up in it. 
I 1 . ] _ J 1 
Does not describe me at all. Describes me very well. 
8. 1 try to look at everybody's side of a disagreement before 1 make a 
decision. 
Does not describe me at all. Describes me very well. 
9, When I see a child being taken advantage of, 1 feel kind of protective 
towards them. 
-J 1 1 1 
Does not describe me at all. Describes me very well. 
10. I sometimes feel helpless when I am in the middle of a very emotional 
situation. 
Does not describe me at all. Describes me very well. 
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1:1. 1 sometimes try to understand kids better by imagining how things look 
from their perspective. 
Does not describe me at all. Describes me very well. 
12. Becoming extremely involved in a good book or movie is somewhat rare 
for me. 
-I 1 4 
Does not describe me at all. Describes me very well. 
13. When I see a child gel hurt, I tend to remain calm. 
^ — 4-— \ — U I 
Does not describe me at ail. Describes me very well. 
14. Other people's misfortunes do not usually disturb me a great deal. 
j 1 U— 1 -I 
Does not describe me at all. Describes me very well. 
15. If I'm sure I'm right about something, 1 don't waste ttee listening to a 
child's arguments. 
J 1 1 1 1 
Does not describe me at all. Describes me very well. 
16. After seeing a play or movie, I have felt as though I were one of the characters. 
4 I 1 1 1 
Does not describe me at ail. Describes me very well. 
17. Being in a tense emotional situation with a child scares me. 
J I 1 1 1-
Does not describe me at all. Describes me very well. 
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18. When J see a child being treated unfairly, I sometimes don't feel much 
pity for them. 
Does not describe me at all. Describes me very well. 
19. I am usually pretty effective in dealing with emergencies. 
i 1 1 1 
Does not describe me at all. Describes me very well. 
20. I am often quite touched by things that I see happen. 
J 1 1 1 
Does not describe me at all. Describes me very well. 
21. 1 believe that there are two sides to every question and try to look at 
them both. 
4-
Does not describe me at all. Describes me very well. 
22. I would describe myself as a pretty softhearted person. 
4 U 1 — I 1 
Does not describe me at all. Describes me very well. 
23. When I watch a good movie, I can very easily put myself in the place of 
the leading character. 
-J I 1 1 1 
Does not describe me at all. Describes me very well. 
no 
24. 1 tend to lose control of my self during emergency situations. 
Does not describe me at all. Describes me very well. 
25. When I'm upset al a child I usually try to "put myself in their shoes" for 
a while. 
j 1 1 1 
Does not describe me at all. Describes me very well. 
26. When 1 am reading an interesting story or novel, 1 imagine how I would 
feel if the events of the story were happening to me. 
Does not describe me at all. Describes me very well. 
27. When 1 see a child who badly needs help in an emergency, I got to 
pieces. 
J I 1 1 1 
Does not describe me at all. Describes me very well. 
28. Before criticizing a child, I try to imagine how I would feel if I were in 
their place. 
4 I 1 — J 1 
Does not describe me at al 1. Describes me very well. 
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Appendix VII 
Workshop Handouts and Schedules 
A. Welcome Letter 
B. Workshop Schedule No. 1 
C. Definitions 
D. Child Responses 
E. Workshop Schedule No. 2 
F. Peer Depersonalization Techniques 
G. Workshop Schedule No. 3 
H. Workshop Schedule No. 4 
I. Results of the Child Questionnaire 
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A. Welcome Let ter 
Hello All and Welcome to the Movement Workshop! 
I want to take a moment of your time to thank von for your 
participation. 1 have worked for over a year to put this project 
into place, but it if weren't for your interest and dedication- this 
study would not be possible. 
The Workshop portion of this study is collaborative. I want to hear about your 
experiences, questions, concerns, and advice. You guys ate the experts; i am 
here to learn from you and with you. Your words will be included in my 
Masters Thesis and may be published. But don't worry; I won't use your name. 
What the heck am I doing here? 
> During this workshop, we will be learning and practicing Movement 
Therapy Techniques that you can use before and after a hold. Some of 
the things we'll do are similar to what you learned when you had your 
CPI training; some will be new. For some of you, we will be practicing 
what you may already know. Remember, you can always learn 
something new from someone else and help your peers, even if you 
have been doing this for a long time. 
> This workshop will also be a forum to hear from the children. The kids 
participating in this study filled out forms similar to yours. We will be 
reviewing their answers to try and tmderstand how this experience feels 
from their perspective. 
> Finally, you can use this workshop to ask questions, practice therapeutic 
skills, and air your own concerns and experiences about therapeutic 
holds. 
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Why did I hove to ffll out so mony forms? 
All of the forms you filled out will be used as measuring devices in the 
study. I will use your answers to judge how effective the workshops are. 
You will be asked to fill out the forms again at the end of the workshop 
series. It's very important that you fill out all of the forms; otherwise your 
data will not be included in the study. More information makes our study 
stronger and increases the likelihood that oxn results are sound. 
Do I have to come to all of them? 
Please try. This study is based on how effective our workshops are; if you 
don't come to the workshops then we can't test for how they have affected 
you. In addition, these workshops are based entirely on your participation, if 
you aren't here, we can't practice our skills or learn from you. So, keep these 
dates on your calendar clear: 
Date: Tuesday, Jan. 22 -Time: 2:45-3:45 
Date: Tuesday, Jan. 29- Time: 2:45-3:45 
Date: Tuesday, Feb. 5 - Time: 2:45-3:45 
Date: Tuesday, Feb. 12- Time: 2:45-3:45 
Where is my food? 
We will have four workshops; I will try to satisfy your request for at least one 
of thern. We will eat at the beginning or the end of each meeting, depending 
on our schedule. 
Please note, this workshop does not seek to change the hold policy at TCPC. 
AH of the JCAHO standards that you have learned in the pasi still apply. The 
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basic holding procedures that you learned in CPi training will also apply. 
We will be doing lots of experimenting and role playing in the workshop; 
sometimes practicing holds and even acting out. So remember to stay aware 
and only work to your comfort level. Take care of yourself and don't do 
anything that makes you physically uncomfortable. 
I will be presenting the 
results of our study to the 
staff at TCPC some time 
in March. If you are 
interested in participating 
in that presentation please 
[ let me know. __ 
Have fun and thanks again for making this project possible. ! hope that 
together we can find ways to make holds safer for kids and staff. 
Sincerely) 
Heather Lundy 
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B. Schedule No. 1 
What did the 
Workshop Schedule # l 
Stage 1-Confrontation 
Confrontation is the period of time in which the adult must confront 
and contain a child's aggressiveness. In this phase, the holder must assess the 
situation and may initiate physical contact. The adult is faced with the task of 
determining the nature of the* situation, then physically containing the child's anger 
with her own body in order to protect the child. 
Child Responses 
Adult Responses 
Experiential 1-The Approach 
Hands Volume Kinesphere 
Angle Voice Tone 
Widening Tension 
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What is the adult's experience? 
What is the child's experience? 
Experientia] 2- Clashing- and Joining 
What behaviors do I clash? 
What behaviors do I join? 
WTiat is it like to join? 
What is it like to be joined? 
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C. Definitions 
This list of terms contains definitions for words that we will use during the 
workshop. Many of them are terms used by Movement Therapists. You don't 
have to memorize them and you won't be tested on them. However-, you may find 
them useful. Please feel free to refer to this list anytime during the workshop. 
This list will also be included in my thesis, to help people understand what kind of 
work we did in this workshop. If you feel you can add to this list or clarily any of 
these definitions, 1 would love to have your input. 
Definitions 
For the purposes of this study, therapeutic holding will be defined as one or 
more staff members holding or containing a patient in a supportive posture to 
prevent them from harming themselves or others. Any procedure that is NOT 
in accordance with holding policies at TCPC will not be considered a 
therapeutic hold in this study. 
Positive dyadic interaction after a holding incident will be defined by verbal 
communication between the participants immediately after the adults have 
released a child from a therapeutic hold through reports of positive 
transference such as feelings of trust, empathy, or understanding. In contrast, 
non-therapeutic dyadic interaction will be defined as reports of increased 
anxiety, avoidance, distrust, fear, and anger from participants. 
Affect- the outward bodily expression of inner experience/ the physical 
expression of an internal state. 
Body awareness- the extent to one is aware of his/her own bodily actions 
specific to shape, energy, force, and proximity to others. 
Clashing- a movement or verbal pattern chosen to block, stop, or change the 
movement or verbal behavior of another. For example, choosing to speak softly 
and firmly with both feet firmly on the ground to a person who is actively 
agitated or out of control in order to contrast their behavior and encourage a 
calm and focused attitude. 
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Empathic attunement- the ability to understand, embody., and reflect the verbal 
and nonverbal behaviors of others. Empathic attunement implies a sense of 
empathy and understanding of the emotional and physical experience of others. 
One may employ the techniques of molding, shaping, mirroring, joining, or 
clashing in order to experience, convey, and manage the behavior of others. 
Groundedness- the process of being centered; aligning the body in such a way 
that allows a free flow of energy, focus, and balance. Groundedness implies a 
sense of body stability and conscious control. 
Joining- a movement or verbal pattern chosen to encourage and support the 
behavior of another. For example, choosing to raise one's voice and jump with 
excitement with another after they have just heard good news, joining implies 
a bodily-felt empathy. 
Mirroring- actions chosen to reflect another's body dynamics and 
verbalizations. When mirroring, one may duplicate the body shape, dynamics, 
energy, vocalizations, and spatial orientation of another person. Mirroring 
reflects a person's actions in order to convey an understanding of their 
experience. Mirroring may also be employed to exemplify behavior for 
someone who is unaware of his or her actions. 
Modulation- the holder's ability to regulate the amount of physical force used 
to effectively restrain a child. Modulation may also refer to the adult's ability 
to manage and de-escalate a child's dangerous behavior. 
Molding/shaping- the holder's ability to provide an effective physical container 
or shape in relation to the child's body. Molding is a bodily action meant to 
accommodate the child's actions. 
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D. Child Responses 
Interview Questions for Children- Workshop #1 
1. Do you know what a therapeutic hold or a physical restraint is? 
All subjects replied yes. 
2. If you were going to tell your friend whal it feels like to be restrained, what 
would you say? 
Raw Data 
#1-1 don't want to answer that question. 
#2-1 would tell them it's good because we should be in holds because we try to hurt 
adults and disrespect them because the adults didn't do anything to us. It's bad to 
disrespect adults because we shouldn't do that. 
#3- I don't know, it hurts to be held sometimes. 
#4-1 don't care. 
#5- They hold you because you're bad and they love you and they want you to be 
home. 
#6- It feels pretty bad. My teacher holds me everybody around doesn't know how., 
but my mom knows how. 
#7- You don't want to be in it. 
#8- It sucks. 
#9- They fold your arms and sit on your back. I get out of holds quick because the 
adults are not as strong as me. I'm not scared of anybody here. 
#10- Don't be bad because they will restrain you-it happens when you are bad. 
#11- It feels bad. I don't want people to do it. 
#12-It hurts. 
3. Remember tbe last time you were in a hold. Did you understand why the 
adult was holding you? 
Raw Data 
#1- I don't want to answer that question. 
#2- Yes, to keep me from hurting myself. 
#3- Yes, because 1 was hitting and kicking you and trying to spit on you. You held 
me two times today. 
#4- No. 
#5- No. 
#6- Yeah, cause I was running all around. 
#7-No. * 
#8-No. 
#9- Yes. 
#10- For acting up, if 1 hit someone. 
#11- Because 1 was acting up. 
#12- Because I was mad. 
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4. When you were in that hold, how did it make you feel about the adult? 
Raw Data 
#1-1 thought they were bizarre. 
#2-1 was real angry. 
#3- Didn't like you. 
#4-1 hated them. 
#5- Sad cause he was holding me. 
#6- T don't know. 
#7-1 was mad at them. 
#8-Pist. (Pissed off) 
#9-1 was mad. 
#10-1 think they are hurting me. 
#11 - Angry at them cause they held me and I don't like not being ab!e TO move. 
#12-1 hated that person. 
5. When you were in the hold, how did you Feel about yourself? 
Raw Data 
#]-1 don't want to answer. 
#2- 1 don't like it when people lean on me and hurt my back. 1 didn't like it. She 
had my arms and 1 told her get off but she leaned on me with her big stomach and 
the other teachers was looking at me on the floor. 
#3- Don't know. 
#4-1 was scared. 
#5- Mad. 
#6-1 felt bad. 
#7- Mad. 
#8- Did not care. 
#9-1 was just mad. 
#10-A little scared. 
#11- Like I'll hurt myself (the adults think) but not really. 
#12-Mad. 
6. If you could tell the adults at the Terry Center anything you wasted to 
about being in a bold, what would you say? 
Raw Data 
#1-Nothing. 
#2-1 would tell them that they shouldn't try to hurt us when they lean on me hard 
and some kids cry and I hate to see other kids cry. If we try to hurt ourselves, they 
should hold us. 
#3-1 don't know about that one, I have nothing to say to them. 
#4- Let me go. 
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#5- Can you please go away. 
#6- I would show them how to do it. Please do it when people are cursing and 
kicking. 
#7- It's not that good and it's not that fun. It hurts. 
#8- Get off. 
#9-1 don't really mind being restrained because it doesn't hurt. 
#10- Do it better, not too tight. 
#11- Stay off- 1 would say let the kids restrain you so you know how it feels. 
#12-No. 
General topics for discussion: 
1. The adults expressed feelings about the therapeutic hold for themselves in 
the initial adult data collection, but assumed that the children felt neutral. Is 
this the case? 
2. Is there a way to insure the child's feelings about safety? 
3. The children expressed much anger, is this due te the fact that they feel safe 
enough to do so? 
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E, Workshop Schedule No. 2 
Workshop Schedule #2 
Stages of the Hold- According to Stirling and Mcliugh 
1. Confrontation- Review from last week, 
2. Rejection- To be addressed today 
3. De-escalation- To be addressed to day 
4. Resolution 
5. Exploration 
Stage 2- Rejection 
The techniques that we practiced in Workshop 1 (joining, clashing, and 
refining' the approach) isay by used to de-escalafe threatening postures and body 
language coming from the adult that may serve to exacerbate rejection. However, if 
the situation continues to escalate, if s important to remain calm for the next stage. 
The next stage is rejection, in which the child turns his/her aggression from their 
initial immediate target to the adult. The Crisis Prevention Institute (1987) warns 
that in this stage, it is often common for adults to over-react or become victim to their 
own impulsive responses. A trained professional must be very careful to remain calm 
and somewhat depersonalized from the child's anger at this point. A breakdown in 
this phase can result in the trauma and injury. 
Depersonalization-Peer Teclinicjues 
The Power of Touch 
Experiential 4- Skin/Tissue/Bone 
Experiential 5- Modulation 
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Stage 3- De-escalation 
During de-escalation the child is encouraged to express feelings and return to a 
state of calm. This stage may be accomplished by transferring the adult's sense of 
calm to the child. At this point, the adult may offer to join the child in practicing 
relaxation and calming strategies. These may be achieved using the D / M T exercises 
focusing on grounding and breathing. Grounding techniques may include physically 
and consciously placing the feet on the ground and conjointly verbally recognizing the 
stability in such a stance. Kinesthetically feeling a sense of groundedness may also 
inspire stillness and quiet. The adult can also point out objects in the room, using 
concrete language to model a firm understanding of the situation and the 
surroundings present This serves to bring the child's focus into the present and 
discourage dissociation. Breathing exercises may focus on deep and conscious 
breathing in order to de-escalate the central nervous system and give the child a sense 
of control over her body. 
Experiential 6- Relax 
Take a physical inventory- what has changed? 
How can you adapt relaxation techniques for the children? 
When is it appropriate? 
What will make this technique successful? 
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F. Depersonalization Techniques- This list was compiled during ihe previous 
workshop. Participants asked for a copy to keep for themselves and to share with staff 
not present in the workshop. 
Depersonalization Techniques from Your Peers 
Suggestions from Workshop HI Jan. 21, 2002 
1. Comedic gestures- Can you laugh about it? 
2. Professionalism- Remember your job is to help, not to get personally insulted. 
3. Ignore it, it's not really meant for you. 
4. Empathize with the child's situation; they are really out of control. 
5. Don't own the child's anger- it's theirs, not yours. 
6. Pray. 
7. Be emotionally flexible. 
8. Remember how old they are. 
9. Challenge the child's topic; divert the conversation from yourself back io them. 
10. Remember that you gel paid. 
11 . Talk to other staff members, they will understand. 
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G. W o r k s h o p Schedule #3 
Stage 4- Resolution 
As de-escalation is achieved, [lie holder and the citild will begin to 
experience a sense of catharsis and calm. In order lo promote this calm environment, the 
adult can help by using basic kinesic {body language) techniques. This workshop will be 
used to discuss the Movement Therapy technique of molding, paying particular attention 
to height differences and spatial orientation. Molding mat involves close physical contact 
may not always be appropriate for older cltildren or children who have been victims of 
sexual abuse. The appropiialeness of Jus intervention will be examined and discussed. 
Molding is used to desciibe die way in which die bodies of caregiver and child fit 
into and around one another in space. Molding is a physical format for accomnuelating 
another human being in a shared space. Researchers have found thai healthy kids and 
parents exhibit a Iiigh degree of molding beliavior. Some report (hat ehildcare workers 
can emphasize nonverbal methods of communication mat may bt missing in a child's 
repertoire for dierapeutic gain. During nonviolent crisis intervention, die holder is given 
(he opportunity to employ molding in a maimer designed to protect the child from her 
own violent impulses. 
Experiential 7- Space and height exercises- molding shaping 
What's OK? 
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What's Not Ok? 
' ^ g P _____ _„___^ _^ _^____„ 
Stage 5- Exploration 
The tiftii and linal step is exploration. In this phase, die holder and child discuss 
alternative coping methods and any issues pertinent to the child at that point. Stirling & 
McHugh assert patients report better relationships with authority figures when this phase 
is emphasized; staff members also report positive feelings and greater coniidence in their 
relationship when such an approach is used. 
In order lor the child to feci (hat tiiey are really listened to and understood, many 
Movement Therapists recommend using empatliic aimnemciit. The atiuneinen! process 
requires two basic steps: 
1. The adult must experience the situation as if she/lie is the cluld. 
2. The adult must communicate their sense of that experience, 
Attunement is often facilitated through the use of "mirroring1". Literally, it 
means to show the clients a reflection of their own postures, movements, and words. 
Many movement therapists believe that widiout mirroring, adults may accidentally 
work above or below the child's level of understanding. In mirroring, the child is 
encouraged to work with words and movements that they originate and understand. rfhe 
message sent to the child is that they are both seen and understood. Mirroring also 
provides the adult with a means to understand a child's experience on a body level, thus 
gaining information that may not be immediately apparent. 
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Experiential 8- Mirroring-
What does it look like? 
How do I do it? 
How does it fee] to mirror? 
How does it fee] to be the mirrorer? 
Experiential 9-
What is this kid thinking? 
Can I empathize? 
Have 1 ever fell the same feelings they are expressing? 
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H. Workshop #4 
> Review Last Week-
Graphing die results 
Dulicai study 
P Experiential- Molding and Accommodating 
!S" E^patfiy/Empathic Attmiement 
EmpaShic attunerneni- the ability to understand, embody, and reflect the 
verbal and nonverbal behaviors of others. Empathic athmement implies a 
sense of empathy and understanding of the emotional and physical experience 
of others. One may employ the techniques of molding, shaping, mirroring, 
joining, or clashing in order to experience, convey, and manage the behavior of 
others. 
> Experiential- What's it feel like to be one of them? 
> How can we be more empadiic? Why should we? 
The Risks are Real-
The stress to the holder is also a significant consideration oi tliis project. It is 
possible for staff members to endure hours of rage, insults, and physical aggression during 
the course of one day. Stress in this situation may manifest as anger towards the cliild. 
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Acting on these stress-induced impulses is known as covin leraggressi on. The danger for 
cotinlcraggression becomes apparent when one considers thai (lie holder is under 
physical and verbal assault. Researchers warn [hat staff member!; need adequate 
supervision time alter a holding even! due Lo strong feelings of countertransference, and 
strongly recommend ongoing training in die holding technique to support staff comfort. 
Effective and sale restraint will often require multiple well-trained staff members. 
Additional problems may lie in the reluctance of many ehildcare workers to exert physical 
force in the containment of a child (Bath, 1994). This reluctance compounded by die 
threat of assault can easily lead lo frustration and anxiety from the very person expected 
io control and contain an incident of violent behavior. li is therefore an ultimate 
necessity that holders be well inl'onned about what they may encounter physically, 
emotionally, and have immediate access to supervision following a holding incident. 
Milier, etal, (1989) notes drat stall'inexperience can also account for multiple holdings of 
die same individual thai may have been unnecessaiy if die first hold had been performed 
correctly. Most experts recommend intensive training and counseling availability for 
holders to protect against the threat of counteraggression and govern intervention. 
This kid is still going off, what do 1 do? 
How can I ask for help? 
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How can 1 oiler to help others? 
Have i learned anything new here? 
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1. Results of the Child Questionnaire 
These results were distributed to the aduit participants during Workshop 4. 
In order to identify how kids feel while they are in holds, each child participant was 
given the Child Questionnaire. Children were instructed to circle the face that showed 
how they felt. The results are presented here in order to give the children an 
opportunity to express their feelings confidentially and outside of an actual therapeutic 
hold. 
1. The last time I was in ahold, I felt: Happy = 1, Bored =1, Sad = 1. Mad - 9. 
9 
8 
7 j i 
&M 
4 
3 
2 f t 
mmmmm iSSHEB^ 
Mmt^^g II 
I Child 
Responses I 
m y s MM 
Happy Bored Sad Mad 
2. 1 think that holds are: Good =1, OK = 3, Bad = 4, Awful = 4. 
IChiid 
Responses 
Good OK Bad Awful 
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3. After I've been in a hold. 1 want the adult who held me to: 
Talk to Me = S.Sit with Me = 0. Go Away = 7. 
7F~~"a 4r J, : H 
4-jfja : . US ,.-: 
3-tffl: : 9 [ IS Child 
Responses 2
 j i H - • • « ' • • • • • " 
11iS J L _ 
011 am, niwTiarirPMWT 
Talk Sit Go 
to Me with Away 
Me 
4. I think that the adult who held me: Likes me ^ 7, Doesn't Care - 3. Hates Me - 2. 
Likes No Hates 
Me Care Me 
I Chiid 
Responses 
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Appendix IX 
Post Workshop Adult Interview 
] How many holds have you done in the last nine weeks? (Estimate) 
2. Is this more or less than usual? 
3. How do you feel when restraining a child? 
4. How do you feel about the child (in general) during restraint? 
5. Flow do you think that therapeutic holding affects your relationship with the 
child? 
6. Would you recommend this workshop? 
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Appendix X 
Child Interviews with Emerging Themes 
The researcher and two additional raters construed the emerging themes, they will be 
noted in Bold Italics 
1. Do you know what a therapeutic hold or a physical restraint is? 
All subjects replied yes. 
2. If you were going to Jell your friend what it feels like to be restrained,, what 
would you say? 
Raw Data 
#:}•- I don't want to answer thai question. Unclear 
#2- I would teli them it's good because we should be in holds because «fe irv to hurt 
adults and disrespect them because the adults didn't do anything to us. it's bad to 
disrespect adults because we shouldn't do thai. Positive 
#3- 1 don't know, it hurts to be held sometimes. Concern for Personal Safety 
#4-1 don't care. Anger/Frustration 
#5- They hold you because you're bad and they love you and they waiit you to be 
home. Positive 
#6- It feels pretty bad. My teacher holds me everybody around doesn't know how, 
but my mom knows how. Anger/Frustration 
#7- You don't want to be in. it. Anger/Frustration 
#8- It sucks. Anger/Frustration 
#9- They fold your arms and sit on your back. 1 get out of holds quick because the 
adults are not as strong as me. I'm not scared of anybody here. Anger./Fntstraiion 
#10- Don't be bad because they will restrain you-it happens when you are bad. 
#11 - It feels bad, I don't want people to do it. Anger/Frustration 
#12- It hurts. Anger/Fritstration 
Positive- It's done out of love/protection. 
Anger/Frustration- It's bad/makes you feel bad. 
Concern for Personal Safety- It hurts, 
3. Remember the last time you were in a bold. Did you understand why the 
adult was holding you? 
Raw Data 
#1-1 don't want lo answer that question. Unclear 
#2- Yes, to keep me from hurting myself, Understanding/Dangerous Behavior 
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#3- Yes, because I was hitting and kicking you and trying to spit on you. You held 
me two times today. Understanding/Dangerous Behavior 
#4- No. No Understanding 
#5- No. No Understanding 
#6- Yeah, cause 1 was running all around. Understanding/Dangerous Behavior 
#7- No. No Understanding 
#8- No. No Understanding 
#9- Yes. Understanding/Dangerous Behavior 
#10- For acting up, if 1 hit someone. Understanding/Dangerous Behavior 
#11- Because I was acting up. Understanding/Dangerous Behavior 
#12~ Because I was mad. Understanding/Dangerous Behavior 
4, When you were in that hold, how did it make you fee) about the adult? 
Raw Data 
#1-1 thought they wen: bizarre. Unclear 
#2-1 was real angry. Negative (Anger/Fear/Sadness 
#3- Didn't Jike you. Negative {Anger/Fear/Sadness 
#4-1 hated them. Negative (Anger/Fear/Sadness 
Negative (Anger/Fear/Sadness 
#5- Sad cause he was holding me. Negative (Anger/Fear/Sadness 
#6-1 don't know. Unclear 
#7-1 was mad at them. Negative (Anger/Fear/Sadness 
#8-Pist. (Pissed off) Negative (Anger/Fear/Sadness 
#9- I was mad. Negative (Anger/Fear/Sadness 
#10-1 think they are hurting me. Negative (Anger/Fear/Sadness 
#11- Angry at them cause they held me and I don't like uot being able to move. 
Negative (Anger/Fear/Sadness 
#12-1 hated that person. Negative (Anger/Fear/Sadness 
5. When you were in the hold, how did you feel about yourself? 
Raw Data 
#1- I don't want to answer. Unclear 
#2- 1 don't like it when people lean on me and hurt my back. I didn't like it. She 
had my arms and I told her get off but she leaned on me with her big stomach and 
the other teachers was looking at me on the floor. Concern for personal safety. 
#3- Don't know. Unclear 
#4- I was scared. Concern for personal safety, 
#5- Mad. Anger (Mad/Bad) 
#6-1 felt bad Anger (Mad/Bad) 
#7- Mad. Anger (Mad/Bad)) 
#8- Did not care. Unclear 
#9-1 was just mad. Anger (Mad/Bad) 
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§) 0- A little scared. Concern for personal safety. 
till- Like I'll hurl myself (the adults -think) but not really. Concern for personal 
safety. 
§ 12- Mad. Anger (Mad/Bad) 
6. If you could teli the adults at the Terry Center anything you wanted to 
about being in a hold, what would you say? 
Raw Data 
#1 -Nothing. Anger/Opposition 
#2- I would tell them that they shouldn't try to hurt us when they lean on me hard 
and some kids cry and 1 hate to see other kids cry. If we try to hurt ourselves, they 
should hold us. Protect Me/Be Careful 
f/3- J don't know about that one, 1 have nothing to say to them. Anger/Opposiikm 
#4- Let me go. Anger/Opposition 
#5- Can you please go away. . Protect Me/Be Careful 
#6- I would show them how to do it. Please do it when people are cursing and 
kicking.. Protect Me/Be Careful 
Wl- If s not that good and it's not that fun. It hurts. Anger/Opposition 
#8- Get off. Anger/Opposition 
#9-J don't really mind being restrained because it doesn't hurt. Anger/Opposition 
1110- Do it better, not too tight. Protect Me/Be Careful 
#11- Stay off- 1 would say let the kids restrain you so you know how it feels. 
Atig-sr/Opposition/Be Careful 
#12- No. Anger/Opposition 
138 
Pre and Post Workshop Data from the Adult Interviews- with Emerging Themes 
The emerging themes were construed by the researcher and two raters, they will be 
noted in Bold Italics. 
Pre-Workshop Interviews 
1. Have you ever physically restrained a child at the Terry Center? 
All participants replied yes. Except one- witnessed many. 
2. How many times in the past nine weeks? (Estimate) 
Raw Data 
#1- lOormore 
n- 20 
f!3~ 5 or 6 0.5) 
m- 25 
#5- 20 
#6- 1 
#7- 20 
#8-0 
#9-5 
#10-20 
Mcan=16.2 
Mode=20 
3. How do you feel when restraining a child? 
Raw Data 
#1-1 wish that I could have talked to him rather than restrain. Wish 
#2- Frustrated, afraid, angry, sad Frustrated 
#3- Not too good; often angry and sometimes frustrated. Frustrated 
#4- I feel stressed when restraining a child. 1 am always thinking about the 
possibilities of the child or staff getting injured. Concern for safety. 
#5-1 hope the child understands that I'm only holding him so he will be safe. Wish/ 
Concern for safety 
#6- It is to help a child and to settle, then I feel it is helpful. Justification 
#7- I feel that the child is to the point where their safety as well as the safety of 
others is at risk. Concern for safety 
#8- No feelings, when I witness the restraints, 1 feel that the restraint is being done 
for the child's safety. Concern for safety 
#9- There must be a better way. Wish 
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#10- Watched. I don't like having to control a child with physical strength. 1 would 
prefer to talk a child down rather than hold them. FrustratedWish 
4. How do you feci about the child (in general) during restraint? 
Raw Data 
S i - Ail children are special and to make sure that they are safe. Concern for safety 
#2- Sad. Empathic statement 
#3- I have no feelings; it's never personal. Neutral/No Feelings 
#4- 1 feel empathic toward the child because he/she is frustrated afamit something 
they usually have no control over. Empathic statement 
#5- Most of the time I'm thinking about how to avoid tins the next time, I also feel 
the child is sad. and really doesn't understand what is going on at the time, t feel 
that most holds are a need for attention and sometimes they go to extremes to get 
this attention, not with another way. Empathic statement 
#6- Not very happy a child should not have to be touched to be redirected but 
unfortunately it is therapeutic. Relative to self 
#7-1 feel no different about the child during a restraint as opposed to not during a 
restraint. Neutral/No Feelings 
US- No feelings-when I have witnessed the restraints, 1 feel the restraint is being 
performed for the child's safety. Neutral/No Feelings/ Concern for safety 
#9- Pity. Empathic statement 
#1 0- Keep them safe, until they can maintain safety on their own. S feel the child is 
scared. Empathic statement/Concern for safety 
5. How do you think that therapeutic holding afreets your relationship with 
the child? 
Raw Data 
#1- If the child trusts you he will know and understand the reason why. Positive 
Effect 
#2- Ultimately it does not seem to affect the relationship but I always try to have a 
positive interaction after the PR is completely over. No Effect 
#3- Most kids become afraid or scared of the staff member. Negative Effect 
#4- I think that therapeutic holding could have positive effects. The hold sets up 
limitations and guidelines for the child, it also gave the child physical contact. 
#5- At the time of the hold, the child is not concerned with the relationship. After 
the hold I feel they are mad, but soon forget. No Effect/Negative Effect 
#6- (The hold is) a bond between love and hate. No Effect 
#7- I believe that in some cases it makes die relationship stronger. When a child 
realizes they are unsafe, this hold can reassure safety. Positive Effect 
#8- Lets the child know that you are here to help, in control. Positive Effect 
#9-1 don't think it affects them on way or the other as far as the relationship is 
concerned. No Effect 
#10-If done properly I don't feel it has any negative affects. 1 feel the child will 
understand you won't harm them. No Effect 
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6. Do you have any specific concerns about how to interact with children 
before or after having administered a physical restraint? 
Raw Data 
#1- Jus1 make sure they understand why they were restrained. 
#2- Not really. 
#3- No, but everyone else should be enlightened. 
#4-1 have no concerns about before or after the hold, my concern is during. I would 
feel less stressful and more safe for everyone involved if staff was allowed transport 
the child by holding him under the arms and gently pull the child along (feet on 
floor) to the pod area. 
#5- The staff must keep in mind and focus on what you ace dong. Don not let your 
emotions tell you what you will do. You must process with the child after every 
hold and also before the hold, you should explain what is going to happen. 
#6- Giving a child choices before restraint to let them know they have rights. 
#7- No. 
#8- No because no restraints performed yet, but I do feel that restraints are the last 
resort, only used when the child's safety is in jeopardy. 
#9- Most of the clients know exactly why they are being restrained, they know the 
restraint is for their own safety as well as for others, the less :;sid the better until 
after the restraint. 
#10-No. 
Post Workshop Adult Interviews- Raw Data 
1. How many holds have you done in the last nine weeks? (Estimate) 
#1-10 
#2- 5-9 (7.5) 
#3- 2-3 (2.5) 
#4-18 
#5-8 
#6- 2-3 (2.5) 
#7-9 or ]G (9.5) 
#8-0 
#9-9 
#10-8 
Mean=7.5 
Mode=9 
2, Is this more or less than usual? 
#l-Not sure 
#2- More 
#3- Less to average. 
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#4- More 
#5- Depends on the child 
#6- Less than usual. 
#7- Less 
#8- Have observed more than usual. 
#9- More 
#10-More 
5=More 
3=Less 
2-Unsure 
3. How do you feel when restraining a cbild? 
#1-1 try to make sure that 1 am doing the hold the proper way for safety. Concern 
for safety. 
#2- Sad, impatient, helpless. Feelings 
#3- Uneasy, afraid J might cause injury. Concert! for safety. 
#4-When 1 am restraining a child I feel frustrated, I am thinking of the danger 
involved for the child and staff. Concern for safety. 
#5-1 am usually thinking about what the child is thinking and feeling at the time and 
how can I help him settle and resolve the conflict inside. Empathic statement 
#6- Very uncomfortable. Feelings 
#7-1 feel that it is the last resort. I also always put myself in their piace, Empathic 
statement. 
#8-Even though 1 have done no holds, I can empathize with the child, knowing their 
histories or problems thai they are experiencing. Empathic statement 
#9- It is probably justified. When 1 see a co-worker struggling with a child 1 feel 
compelled to help until I can convince them to release the child. Occasionally, 1 
feel there is no other way to settle an out of control cluld- it is a safety issue. 
Concern for safety. 
#10- I don't like to hold children. I am always worried that they could get hurt 
during a hold. Concern for safety. 
4. How do you feel about the child (in general) during the restraint? 
#1- Concerned. Empathic statement 
#2- Sad. Empathic statement, 
#3- Good. Empathic statement. 
#4- Sometimes I feel the child is testing limits with the staff member doing the 
restraint. Empathic statement 
#5-That he (depending on the child) knows better ways to handle seeking attention 
and staying in control- this only applies to children that have been here for a while, 
Empathic statement 
#6- The dance/movement therapy workshop helped me interact with children more 
before and after the hold. Neutral 
#7- In general, I feel the same towards a child in a restraint, or not in a restraint. 
Neutral 
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#8- N/A- No holds. 
#9- Pity- you can just see the helplessness. Empathic statement. 
#10-1 try to stay natural and not form an opinion. Neutral. 
5. How do you think that therapeutic holding affects your relationship with the 
child? 
#1 - Not sure. Unsure 
#2- It's a barrier that requires work to reconstruct. Negative Effect 
#3- The child is mad for a short time. Negative Effect 
#4- The "end results" of a physical restraint in reference to the relationship of child 
and staff, I think is positive. Limitations are set and the child accepts them. Positive 
Effect 
#5- Depending on the child, it can strengthen the bond between the child and me 
because he will understand that I am here to help. Positive Effect 
#6- Therapeutic holding effects my relationship with children and helps them settle 
their anger. Positive Effect 
WJ- 1 think that the relationship remains the same. No Effect 
#8- It can create a bond or relationship even if the child dislikes you. Positive Effect 
#9- Nothing ever really changes. It has been my experience no matter how many 
curse words a child may call you or how many limes he may kick you- there never 
seems to be any residua! animosity. No Effect 
#10-1 feel it may help because they know I won't hurt them. Positive Effect 
6. Would you recommend this workshop? 
#1-Yes 
#2- Yes. 
#3- Yes, especially to new staff who are starting training. 
#4- Yes, the opportunity to view what the children said and how they felt was 
beneficial and interesting. 
#5-Yes, I would. This was a very therapeutic way for the staff to come together and 
share feelings. 
#6- Yes, I would recommend this workshop to all. 
#7-Yes, due to the reason that not all of the staff (members) put themselves in the 
child's place. 
US- Yes. 
#9- Yes, recommend that everyone in TCPC attend this workshop. (The researcher) 
was able to present the material in a very concise, clear way, making it easy to 
follow along and understand. I believe at times we all need a reminder that we are 
dealing with children, no matter how big they are. 
#10- Yes, it serves as a model for approaching not only children but other staff that 
may be angry. 
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Appendix XII. 
Workshop Participant Feedback 
Upon leaving the final workshop participants were asked to leave voluntary and 
anonymous feedback by answering the question, "Have 1 learned anything new here?1' 
Their answers are recorded here: 
• I liked the idea of using relaxation to try to calm down. I also learned how to feel 
the muscles in a person to indicate if they are calming or becoming angrier. I 
learned a lot. 
• I've learned some new techniques and some different ways to contend with stress, 
work with the child, and see things from a child's perspective. Thank you. 
•
 v. Yes, J was especially interested in the children's responses. There were some 
surprises. Also the definitions were most informative. 
• Clashing, joining, modulating touch during restraint, and molding were all new 
concepts. 
• How to intervene with other staff members ifihey are having a hard time by using a 
code word and new ways staff can get along and work together during therapeutic 
holds. 
• Yes, to show more patience and understanding of kids while they are in crisis. 
• I have learned more about body positions when approaching a child. Also, touch 
and voice tone and their effects on others. 
• I learned about depersonalization techniques from our peers and better ways to 
interact with the children. 
• I wish that this workshop were taught in conjunction with our other training for 
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therapeutic holds. 
I have learned how important it is to be empathic about how the children are feeling 
as well as what they go through on a daily basis. I learned a lot from all four 
sessions. The results of the Child Questionnaire were interesting. The feedback 
from other staff members was also helpful. 
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